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Tile test of a people is how it behaves toward the old. 
It is easy to love children. 3ven tyrants and dictators 
make a point of being fond of children. But the affection 
and care for the old, the incurable, the helpless, are the 
true gold mines of a people. ... *• 


Rabbi Abraham J. Heschel 
at Unite House Conference 
on Aging, 1961. 
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CHAPTER I 


INTRODUCTION 

STATEMENT OF PROBLEM 

No one holds a wholistic concern for the older person in a 
convalescent hospital.* The family of the patient often is not deeply 
concerned, is hampered by their own guilt about "putting grandma awajrn 
or are not skilled in taking a total overview of their relative's 
needs. The nursing staff normally has all it can do to provide ade¬ 
quate medical and custodial care. The nursing staff and the patient's 
doctor usually limit their concern to physiological, medical or quasi¬ 
medical needs. The social worker is often little more than a harried 
budget planner. The occupational and physical therapists each have 
their particular pitch to make. The administrator has his concerns: 
economic, managerial, and personnel about which to think. 

The patient's minister or (on occasion) the institutional 
chaplain may be as pre-occupied with other "concerns of the kingdom" 
such that a visit or a religious ministry may be one more program to 
push through with little effort made to understand this person (or 
collectively 'these people*) in his (their) peculiar needs for a worth¬ 
while and satisfying existence in this hospital at this time in life. 

^•Convalescent hospital should be understood as synonymous for 
nursing home, sanitarium, retirement hone, infirmary, or board and care 
facility. See p. 4 for explanation. 
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Observation and testimony from pastors would doubtless verify 
that the normal religious ministry to older persons in convalescent 
hospitals is infrequent, unplanned for and inconsequential in nearly 
every way. The occasional exception would only serve to verify the 
norm that, like friends and even the family often enough, when the 
older person enters a convalescent hospital, he is quickly taken off 
a pastor*s priority concern and calling list. 

Multi-tasked pastors envision a reminiscent-filled visit with 
grandma who in her loneliness would talk-a-leg-off-you, so they avoid 
getting involved to begin with. The one alternative seems to be a 
hurried stop with "small talk-pep talk-prayer talk" on the agenda. 
While this superficial gesture may be better than no contact at all, 
it scarcely allows the patient a pastoral relationship in which to 
deal with concerns in his life situation and to deal with feelings he 
has many of which no one else is dealing with either. 

Perhaps part of the reason for the infrequent involvement of 
the pastor with convalescent hospital patients is his own uncertainty 
as to what he should be doing. Should he relate to the patient as 
though this were a temporary situation of convalescence or should a 
long term relationship be expected? Should he try to help the patient 
prepare for death or is a valid period of living within the hospital 
to follow? Is there hope in the "now" or in light of present discom¬ 
forts should the patient be oriented to the hereafter? Not only the 
pastor but often the "helping professions" involved, the family, and 
even the patient is not sure what orientation to take. How then shall 
the pastor seek to understand and to respond to the situation of his 
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member or of some person he meets in the convalescent hospital? 


PURPOSE AND OBJECTIVES OF THE STUDY 


The various personal needs of the older convalescent hospital 
patient have not been the subject of any quantity of research. Before 
a meaningful religious ministry can be developed, it must take into 
account the life situation and particular needs of such patients. 

An effort to attain a general profile of the needs of the 
convalescent hospital patient was the aim of this study. 

Objectives of interviews conducted with patients were several. 

1) We wanted to know if their family ties and friendships, 

especially whatever close relationships they may have had, 
were present or lacking in the hospital. 

2) We wondered what group identities and relationships patients 

had retained as meaning the most to then. 

3) We wanted to see if the fact of being in an institution, 

with the consequent limits on freedom, lack of privacy 
and dependence on others, was a problem to then. 

4) We wanted to understand how the patients mentally and 

emotionally responded to all the crises of these later 
days. 

5) We wanted to see of what help religion was to then. 

6) We wanted to learn to what extent their physical condition 

worried then. 

7) We wanted to see how the patients reacted to it all as they 

discussed it then and there and how that related to their 
conscious feeling about life at the time. 

In light of what emerged from the foregoing, some possible 

forms for a religious ministry are offered. The particular forms and 

content of the ministry cannot and should not be determined except in 

light of the human needs of the particular patients. 


DEFINITION OF TERMS 


Patients in convalescent hospital settings, while not totally 
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unique in need, are certainly set apart by geography and their par¬ 
ticular combination of personal needs. Growing steadily in number, 
these people share certain elements in common (an institutional 
environment and a common life situation as older patients) with other 
persons in nursing homes, sanitariums, convalariums, retirement home 
infirmaries, and board and care facilities. For the purposes of this 
study, the word "convalescent hospital" will be used but the dynamics 
of the other facilities mentioned are sitniliar enough that the findings 
herein should be valid for than as well. 

The setting and dynamics in a convalescent hospital are not 
identical with those in a mental hospital (a special type of illness), 
a general hospital (a normally short-term stay) nor a retirement home 
or retirement community (generally more able-bodied clientele) though 
many of the findings of the study might offer thought for constructive 
program in those settings, too. 

For our purposes, the convalescent hospital will be used as 
the normal environment with which we deal. The patients studied were 
not the total population but a very selective sample as we shall 
presently see and as is pointed out in the limitations of the study. 

The term patient then will refer to the type of patients studied in 
this dissertation and will not necessarily refer to all or even most 
convalescent hospital patients. Meaningful therapy or ministry to a 
significant percent of non-commonicative patients is woefully slight 
and limited in scope. 

Beginning from under the broad definitional umbrella of Paul 
Tillich and his parable about religions search for a home, let us 
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say that religion knows no categorical restrictions to its "proper" 
area of concern bat is the depth dimension to be found (potentially) 
in every area of human experience. Consequently, in surveying the 
problems and concerns of institutionalized older adults, while there 
may be certain aspects of the problems which the minister is more 
directly equipped to handle and certain aspects the medical doctor, 
the social worker, a relative or significant peer can best handle, any 
of these persons could be carrying out a "religious ministry" to the 
older person. 

In slightly different words but with much the same intent, the 
"Religion and Aging" sector of the 1961 White House Conference on 
Aging began: 

The meaning of life is to be found in man’s relationship to 
God. It is this relationship which gives meaning to all human 
values. In the li g ht of it, every period of life, including 
that of old age, is possessed of intrinsic value and sublime 
potential. Viewed in the light of an eternal destiny, old age 
is seen to have an importance as great as that of youth or the 
middle years. 

Religion has meaning for all of human existence from the 
moment of birth to the moment of death.2 

Religion as here used then does not limit itself to tradi¬ 
tionally recognized religious forms or orthodox religious doctrines 
per se but is part and parcel of any man’s experience who experiences 
real worth and meaning in his life whatever the form it takes. 

Of all the hands that touch the older person’s life in a 
convalescent hospital, perhaps the minister’s alone hold the 


^1961 White House Conference on Aging, Background Paper, 
"Religion and Aging," p. 1. 
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possibility of combining a professional knowledge of human dynamics 
with a concern for the whole needs (intrapsychic and interpersonal) 
of the patient in mind. If this results in a meeting of persons in 
the depth of human encounter then by the very definition of the word, 
it will have been a "religious experience." 

SOURCES OF DATA 

The basis for the foregoing appraisal of the situation and the 
perspective from which the upcoming study was undertaken is explained 
by a variety of practical experiences in which the interviewer found 
himself. 

Regular contact with older people was part of the experience 
over a total of seven years in protestant pastoral ministry with a 
number of rural and urban parishes in Iowa and California. 

Association with about one hundred and fifty senior citizens 
in four senior citizen clubs in the Hollywood, California, area as 
coordinator of their programs for a year gave some awareness of the 
interests and problems of older people living outside of institutional 
settings. 

The following year the interviewer was part-time Activities 
Director and Chaplain in a sixty-five patient convalescent hospital 
in Pomona, California. There the daily contact with patients and 
staff led to some distinct insights, hunches, and experiments in seek¬ 
ing the kinds of activities that were meaningful to older persons in 
a hospital setting. 

In addition, a summer spent at Metropolitan State Hospital, 
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Norwalk, California, as a Chaplain Intern gave some deeper appreciation 


of the emotional problems of people and of the stress of institution¬ 
alization itself. 

During the final -writing stages, resources of the University 
of Iowa’s Institute of Gerontology and suggestions from faculty and 
staff were most helpful. 

STRUCTURE OF TEE STUDY 

Having defined the problem, a survey of the growing body of 
literature on geriatrics and gerontology was undertaken. Some limited 
volume of data on religion and the older person, much of it trite and 
program oriented, "here’s how to organize a senior citizens’ group in 
your church,” was found. A few good articles and even fewer book- 
length studies of religion and older people are reported on in chapter 
two. 3 Of more consequence was the material addressing itself to the 
problems of aging and of the older person 

Not finding one solitary article which dealt specifically 
with religion and the instituti onal -5 older person, the writer chose 
to undertake a survey of older persons in a convalescent hospital 
setting. 

It was posited that many problems of the hospitalized older 

3a lengthy bibliography of material on religion and the aged 
appears in the bibliography. 

2 *Probably the "Bibles" in this field are: Clark Tibbett, Hand¬ 
book of Social Gerontology. (University of Chicago Press, 1959). And 
James Birren, Handbook of Aging and the Individual. (University of 
Chicago Press, 1959). 
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person are similar to but sometimes different in proportion than the 
problems of the aged in general. Consequently, problems from the 
literature on older persons were drawn upon but freely adapted into an 
interview form for use with convalescent hospital patients. 

5 

A number of patients at two convalescent hospitals were 
interviewed in depth as to their problems and concerns at this juncture 
in life. These data were augmented with additional material to build a 
case study of each patient. "While this method limited the size of the 
sample studied, it deepened considerably the understanding gained. 

The hospital medical file on each patient gave some information. A 
prepared questionnaire was given the charge nurse (or attending nurse) 
who cared for the patient and another was given the family of the 
patient. These sought additional information and served as a check to 
the accuracy of the patient's comments. Finally, a Life Satisfaction 
Index designed for older people was administered to each patient. 

The profiles of the case studies presenting the interview data 
are reported in Chapter three. Chapter four attempts to bring the 
twelve case studies into one composite profile of the older convales¬ 
cent hospital patient. 

Chapter five begins from a theological basis for viewing older 
age and suggests some particular forms of religious ministry which 

5 

Sincere appreciation goes to Robert Goldman and the people at 
Golden Age Convalescent Hospital, Pomona, California, as well as to 
James Braswell and the people at Yucaipa Valley Convalescent Hospital, 
Yucaipa, California, for their cooperation and help in carrying out the 
study. Thanks also to Charles Braswell and Braswell Enterprises for 
office space and assistance. 
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would seem appropriate in light of what the study reveals. They are 
not necessarily recognized as usual forms of religious ministry. 

He last chapter presents conclusions reached in the study and 
lists areas calling for further study of which there are several. 
Opening one door of understanding always seems to reveal five more to 
be opened. 

UMIAHONS OF THE STUB! 


A number of factors stand as glaring limitations of the study. 
For one thing, the earlier announced intent to create a profile of the 
typical patient in a convalescent hospital was far from realized. 

Criteria in selecting interviewees included: 

1) Patient must be capable of adequate verbalization and under¬ 

standing of English to participate meaningfully in an 
interview. 

2) Patient must be capable of retaining an attention span of 

30 - 1*0 minutes. 

3) Patient must be mobile enough to take part in hospital 

activities. 

h) Data sheet on patient must be returned by family or 
friend (waived in one or two cases). 

5) Patient must be able .to mark an *1' for questions on 
closing test (waived in several cases). 

By these criteria well over half of each hospital’s popu¬ 
lation was excluded. In a real sense, those interviewed were the most 
healthy 10 per cent of the group. It is assumed that many of the 
problems and feelings of those interviewed are shared by the majority 
who could not be or were not interviewed. In what way the problem 
is changed by the other conditions, we do not know 0 

A second li m itation is clearly on the kind of study done and 
the experience of the interviewer. A general survey was testing 
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itself against no statistical background data for statistical signif¬ 
icance* let the dearth of material on this exact area forced the 
situation* The limited interviewing experience of the interviewer 
probably failed at times to elicit the best data. 

Still another cause of limitation is in terms of the insti¬ 
tutions used for the study. Both are small proprietary convalescent 
hospitals providing excellent personal care which included some degree 
of program for the patients* The dynamics present could be much 
different in a limited-care nursing home with little or no planned 
program as well as in large public facilities such as county nursing 
homes still prevalent in some areas of the country* let, it would 
seem that those situations would only serve to exaggerate the dimen¬ 
sions of the same problems and concerns which the study lifted up. 

■Whether the needs of the typical or normal convalescent hospital 
patient were uncovered cannot be stated unequivocally. The concept of 
normal is somewhat problematic everywhere in social science in these 
days of rapid social change. A psychologist recently suggested that 
to speak of "normal family life" in California is to refer to the 
single parent or remarried parent family if "normal" is based upon the 
marriage-divorce rates. However, a limitation of the study from a 
reliability point of view is certainly the small size of the sample. 

Having said all that perhaps one can but plead the validity 
of the study as a tiny start on a new and growing field. 
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CHAPTER H 


LITERATURE ABOUT THE AGED 

An extensive review of gerontological literature reveals that 
precious little study or thought has been given to the peculiar needs 
and conditions of the older person in a convalescent hospital or com¬ 
parable setting. As we will note shortly, only within very recent 
years has any literature studying the particular affect of institu¬ 
tionalization begun to appear. Most material relating to the needs of 
the aged is written about the aged in general and specific adaptation 
to the older person in a convalescent hospital must be made by the 
reader. What follows then is a brief summary of the kind of refer¬ 
ences that seemed in ray judgment to have some significance for older 
persons in these settings. Admittedly, the process has been highly 
selective, but only a very few studies have been done on the broad 
range of institutionalized patients* feelings. 

PHYSICAL CONDITION 

There are several theories regarding the aging process. For 
the most part they see aging as a life-long process far preceding any 
arbitrary beginning age such as retirement at 62 or 65 . At least two 
theories, the genetic concept and the accident or ‘wear and tear* 
theory^ emphasize the physiological roots of the aging process. One 

1 James E. Birren (ed.). Psychology of Aging. (Englewood Cliffs, 
New Jersey: Prentice Hall, Inc., 196h-), p. 10. 
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other theoretical approach, the counterpart or social developmental 
2 

stance, places more emphasis on the social, psychological and 
non-physical view of aging. 

"Whatever theory of aging one follows, there should be agree¬ 
ment that most persons in a convalescent hospital have a physical 
condition that in one way or another has resulted in their being there. 
Generally, the inter-relation of body and psyche are mutually inter¬ 
active. Dr. James Birren, whom we shall cite frequently, writing on 
the psychology of aging, notes: 

With advancing age, relationships may change between behavior 
and the biological subsystems (i.e. circulation, glandular, secre¬ 
tion and respiration) as their activity begins to fall outside 
the normal physiological limits.’ 

He goes on to note that new biological influences may appear 
that have no previous analogy in the patient’s experience. A rather 
bad example of this assumed physical-psyche tie is seen in the wide¬ 
spread tendency of doctors to diagnose ary slowness of response or 
eccentricity of an older person as arterioscleratic. 

In several of the patients interviewed, there seemed little 
observable justification for the medical diagnosis of ASCD that 
appeared on the patient’s chart. 

Physical health is, however, a major concern to the convales¬ 
cent hospital patient. A positive adjustment to being in the insti- 


2 

See Robert Havighurst’s Developmental Tasks, Erik Erickson’s 
crises in Identity and the Life Cycle, or I. Rosow's status concept in 
"Old Age: One Moral Dilemma," The Gerontologist. Vol. H, No. it, 
(December, 1962). 

3 

James E. Birren, p. 13. 
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tution in most patients* minds centers in the fact of a stabilized 
physical health condition. Thomas Tissue found such a correlation 
between declining health and disengagement in a study of that phenome¬ 
non that he concluded: "the effect of poor health seems so powerful as 
to suggest that the aged sick be treated as an entirely separate cate¬ 
gory in subsequent analysis."^ This is one of the prime factors in 
understanding the institutional zed aged. 

The impression that older people have extensive health problems 
or are incapacitated in some way is probably erroneous, however* 

Birren notes that for many persons physical problems gradually come 
on. "For many of the sensory systems, it would appear that age seventy 
is the age at which sensory processes per se are frequently a serious 
limiting factor in the behavior of the individual."Another article 
from the Administration on Aging suggests that by age 75, six of seven 
men and eight of nine women feel that they have some major health 
problem.^ 

The inter-relation of physical condition and mental attitude 
cannot be over-stressed. Birren notes that one of 5 major causes of 
frustration to older persons are physiological changes that usurp 

7 

their attention. It is a commonly observed process in general 

^Thomas Tissue, "Disengagement Potential," Journal of Geron¬ 
tology, Vol. XXVI, No. 1, (January, 1971), p. 79. 

%ames E. Birren, p. 109. 

^Berman B. Brotman, "Who are the Aged: A Demographic View," 
Administration on the Aging, Useful Facts No. 1;2, (August 9, 1968), 

p. 7. 

7 

James E. Birren, p. 3k» 
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hospitals that was described by Freud years ago: "a person suffering 
organic pain and discomfort relinquishes his interest in the things of 
the outside world, insofar as they do not concern his suffering."® 
Terminal patients in a university hospital have been observed to be¬ 
come less and less interested in matters other than their illness 
unless or until that illness is relieved. Dr. Gumpert would seem to 
be correct for people in general including the aged in observing that 
there is not so much fear of death itself but fear of a long painful 
process. ^ This would seem to be true of the institutionalized aged 
person’s attitude toward his illness. The view of an essential inter¬ 
play between physical and psychic processes in the elderly is supported 
by Dr. Edward Payne in an article on extended care of the aged. He 
notes: 

The physical illness and disability that almost inevitably 
accompany old age represent a very special kind of stress . . . 
it stands on the border between intrapsychic processes and 
external concrete danger. Each of these characteristics has a 
profound influence on the patient’s reactions. 10 

The patient’s over all response to life is distinctly affected 
ty his physical condition and how he responds to it. One study of the 
mental status of institutionalized aged persons found that "mental 
functioning was only minimally related to age, but more highly 

^Walter Gumpert, M. D., "Birth, Death and the Physician," 
Journal of Gerontology. Vol. XVTLI, No. 2, April, 1963. 

%alter Gumpert, M. D. 

l®Dr. Edward C. Payne, "Psychodynamics in the Extended 
Care of the Aged," Geriatric Focus. Vol. VI, No. 9, (1962), 

p. 1. 
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related to physical condition and educational level. 

One medical doctor sees in disease and physical decline a 
frequent response pattern. The patient regresses and then replaces 
and compensates for the loss. He says, "I have observed this 
phenomenon so frequently that I can no longer doubt its existence."^ 
He goes on to argue that physical decline is not the critical factor. 

What counts is the capacity of the organism, be it function¬ 
ally intact or damaged, to maintain the moral unity of character 
and work and not to lose, but to express and to continue its 
unique identity as a person .13 

Probably the most important element is not the patient’s 
physical condition per se as has already been hinted, but the patient’s 
own response towardf-it. One study compared the life satisfaction of 
persons to whom doctors had given favorable health diagnoses and those 
who had received unfavorable diagnoses. It was found that life satis¬ 
faction was more clearly related to their own self-health ratings 
which sometimes stood at variance with the medical doctor’s rating. 1 ^ 
Sometimes, concern over physical conditions and illness raises morbid 
fears. One older person commented: "I was passing zy mirror. I 
noticed how old I was. My appearance, well, it prompted me to think 

Ha. Goldfarb, R. L. Kuhn, and M. Pollack, "Factors Related 
to Individual Differences in Mental State of Institutionalized Aged," 
Psychopathology of Aging, eds. P. Hock and J. Zubin, p. 113. 

l^Martin Gumpert, M. D., "Old Age and Productive Loss," 
Pastoral Psychology. (Sept. 195*0» P» ^2. 

13Martin Gumpert, p. *j4. 

l^Katilda W. Riley and Anne Foner (eds.). Aging and Society. 
(New York: Russel Sage Foundation, 1968), p. 3**6. 
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of death, and of my past, what I hadn't done, what I had done wrong, 

Clearly that person may have some other needs too, but her awareness 

is typical of the aged. Often they postpone seeking medical help 

for illness because they think it may be the beginning of physical 

deterioration^ or they hesitate to enter an institution feeling that 

this is the beginning of the end. 

The physical condition of aging and the aged is one sub- 

17 

area of gerontology being fairly well studied today. Having 

already seen a dramatic increase in average life span in the past 

half century, it is felt that, as Dr, Havignurst puts it: "Man can 

prolong his physical health and mental activity by taking thought 

18 

and planning for his later years•" One eminent biologist even 
suggested in a speculative article that "there is a variety of very 
promising areas in which the application of existing knowledge can be 
expected to produce significant increases in the health life-span— 


^Robert Kastenbaum, New Look at Old Age, (University of 
Chicago Press, 1963), p, 269, 

^J. L, Cedar leaf and P. Maves, Older People and the Church, 
(New York: Abingdon Press, 191*9)> p, 69, 

17 

Several books look at aging from the physiological view¬ 
point, See: James E, Birren (ed.). Handbook of Aging and the Indi¬ 
vidual, (Chicago: University of Chicago Press. 1959); Alex Comfort, 
Aging, (New York: Holt, Reinhart and Co,, 1956); D» B, Bromley, The 
Psychology of Human Aging, (Baltimore: Penguin Books, 1966); and P, B, 
Bates and L, R. Goulet (eds,), Life-Span Developmental Psychology, 

(New York: Academic Press, 1970JI 

°R. Albrecht and R. Havighurst, Older People, (New York: 
Longmans, Green and Co,, 1953)j p» 9, 
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3 

19 

that is, the retardation of the rate of aging.” The same author 
suggested that based solely on what knowledge of the human body we now 
\ possess a new generation could have average life span extended 10-20 

\ years if appropriate body care were applied over the life span. So it 

would appear that the number of older persons among us might well con¬ 
tinue to increase in years ahead, at least when viewed from the 
physiological standpoint. 

THE FAMIIZ AND KIN RELATIONS 

It is nearly passe to suggest that the sense of inter-genera¬ 
tional responsibility of the family today is markedly less than it was 
a half century or more ago. let the literature remarking on family 
relations among older people and the few references in regard to the 
family of nursing home patients seem very frequently to judge the 
family as neglecting its responsibility. In such a time as this, it 
may be hard to define exactly what the nature of the family respon¬ 
sibility is toward an elderly member. One study, for example, found 
a difference of meaning among kin ties. Morale was related to children 

and sibling ties but "in fact, for some old people sibling ties appear 

20 

to supercede the ties with children." 

Michael Harrington in his shocking book on poverty several 
years ago noted that many older people are in the poverty group 

19 

Bernard Streble, "Ten Myths about Aging," The Center Mag¬ 
azine, (July, 1970), p. liil. 

20 

M. E. Cummings and I. McCaffey, "Conditions of Morale Among 
the Aging 1 ," Psychopathology of Aging, eds. P. A. Hock and J. Zubin, 

(New lork: Grune and Stratton, Inc., 1961^ p. 59. 
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(over £ of all the poor are elderly). Consequently, "a high pro¬ 
portion of America’s aged live with children, out of necessity rather 
than choice."23- Harrington noted that two-thirds of those over 65 
live in a two-person household with a relative or spouse. This 
general proportion is supported by Shanas 1 finding in 1957 that 52$ 
of all persons over 65 lived with a spouse (including 12$ with 
children) and an additional 15 $ single, widowed or divorced lived 
with children. 22 Havighurst suggested some time ago that the family 
is expected, as a kind of minimum, to provide emotional (affective) 
support and sometimes economic support for the older person.^ Others 
have gone on to list descriptively other kinds of help patterns, 
social activities and services the family may provide.^ The same 
writer notes the key role of the family in maintaining the rehabili¬ 
tated gains and even the survival of older persons released from 
hospitals.^ He sees the family as potentially able to handle the 
essential socialization task of helping the older person to redefine 
his social roles in life. For this to be taken seriously, however, 

23-Michael Harrington, The Other America . (Baltimore: Penguin 
Books, 1963 )* p. 107. 

22Ethel Shanas, The Health of Older People. (Cambridge: Harvard 
University Press, 1966), p. 96, cited by Matilda Riley, Aging and 
Society, p. 168. 

23Albrecht and Havighurst, p. 222. 

2%I. B. Sussman, "Family Relations and the Aged," Thg Daily 
Heeds and Interests of Older People, ed. A. M. Hoffman, (Spring- 
field, Illinois: C. C. Thomas, 1970)» pp. 307-309. 

25m. B. Sussman, p. 318. 
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some alterations in the prevalent nuclear family concept mil need 
to occur.^ 

That this change in family concept is not occurring or at 
least not quickly enough to please some professionals is apparent 
from their critical renarks. The 1961 White House Conference on 
Aging called attention to the remarks of a prominent psychiatrist who 
had spoken of "the problems of conscience involved in the confinement 
of so many older persons in mental institutions on insufficient 
grounds other than the convenience of the family. n2 ? The extent to 
which this occurs is not established but that it occurs is seen in 
si m ilar renarks by two sociologists, a nurse, a theologian and a 
playwright. In a speech reported upon in a pharmaceutical magazine on 
geriatrics, Anselm Strauss, the well-known sociologist, claims the 
elderly ill are abandoned by the family. 

When death finally comes, it tends to be quite uneventful; 
they lie crippled . . . like a shell, and sometimes we even 
almost forget them, except for a little physical care. The 
grieving family—typical of death in other age groups—is 
almost totally lacking here; in fact, the family may not 
appear at all. As one nurse said, "I think they give them 
up the day they bring them here. That is worse than the 
dying." Hi effect, these old people drift out of the world 
almost as imperceptibly as melting snowflakes." 2 ® 

This statement sounds homiletic but the entire article is as 
filled with similar judgments by the eminent sociologist. A similar 


26 M. B. Sussman, p. 306. 

^Background Paper on Religion and Aging," White House Confer¬ 
ence on Aging, 1961, p. 11. 

2 ®Anselm L. Strauss, "Problems of Psychological, Social Care 
of Eying Aged," Geriatric Focus. Vol. VI, No. 7» (May 1 , 1967 ), p. 1. 
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account of rejection by family is described by another late sociolo¬ 
gist, Jules Henry: 

She was sitting in her wheel chair beside her bed, em¬ 
broidering. She showed me the pillow cases and showed me 
how to make French Knots. At first she talked slowly, but 
when she got on the subject of her nieces she talked more 
rapidly. She took hold of my hand and held it. She said, 

"I have a niece living in town. Every year she goes to Wis¬ 
consin on her vacation and sends me a card saying, *E 'll be 
seeing you soon,’ and she never does come to see me. ,,2 ° 

Maves and Cedar leaf discuss the importance of the family in 
light of later year losses of social role and status. They go on, 
however, to note that friends and relatives may come to treat older 
persons like children. The result they maintain is often that older 
persons tend to react with neurotic behaviorThis pattern would 
seem to be encouraged by institutionalization when the good patient 
is one who is highly dependent and submissive much in the extreme 
manner suggested in Goffman's book Asylums . 

An example of the older person being infantilized in a widely 
performed satire on American life is found in Edward Albee’s The 
American Dream. 


Grandma (as mommy walks through the boxes): "the boxes... 
the boxes..." 

Mommy: "Be quiet. Grandma." 

Grandma (as mommy steps on several of the boxes): "the 
boxes, damn it!" 

Mrs. Barker: "Boxes; she said boxes. She mentioned the 
boxes." 

Dadc^y: "What about the boxes. Grandma? Maybe Mrs. Barker 

is here because of the boxes. Is that what you meant. 


29 

'Jules Henry, "Culture Against Man," in Social Action News 
letter , (Disciples of Christ, September 1968), n.p. 

^Paul Maves and J. L. Cedar leaf, p. 67. 
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Grandma?" 

Grandma: I don't know if that's what I meant or not. It's 
certainly not what I thought I meant.3^ 

It is also common to hold the institutionalized patient in a 
dependent relationship. Families do not wish to discuss economic or 
medical problems of the patient with the patient. However, a growing 
number of voices are beginning to oppose the kind of ironclad with¬ 
holding of information from patients with terminal illnesses, for 

instance, feeling that the patient needs to be free to live out his 

■ao 

days as he chooses to do so. 

Perhaps an observation by a medical doctor is helpful in put¬ 
ting the position of the family in some focus. Speaking about emotional 
disturbances in older adults. Dr. Jack Vfeiriberg says, "the expectation 
of the family regarding treatment of the emotionally disturbed patient 

is that it's own (the family's) distress over the matter will be re- 
33 

lieved." Certainly many families feel that they have done what is 
needful in institutionalizing their older member and thus getting them 
"where the physical help is." That this is not an accurate picture of 
the older person's total needs should be apparent upon reflection. No 
clear agreed upon concept of the role of the family in relation to the 
institutionalized patient arises from the literature, a finding that, 

on 

ndward Albee, The American Dream and The Zoo Story , (New 
York: Signet Book, I960), pp. 80-81. 

32 

See Elizabeth Kubler-Ross, On Death and Dying, and Dr. 

Mansell Pattisen, unpub. lecture at Claremont, California School of 
Theology, (February, 1970) regarding this matter. 

^Jack Weinberg, M. D., "Emotional Disturbance in Older Adults," 
The Mental Health of Older Adults, (University of Iowa, Institute of 
Gerontology, 1965), p. 17. 
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for this writer, was reinforced by observation in the convalescent 
hospital, a state mental hospital and a university hospital. 

FRIENDSHIP AND DISENGAGEMENT 

Studies of satisfaction in later years suggest the key impor¬ 
tance of continuing friendship patterns. A representative summary is 
that of Dr. James Birren who suggests that high social participation 
and being active in a matrix of personal interrelations is generally 
conducive to successful aging. A good deal of the literature on 
friendships affirms this or proceeds from the assumption of it. One 
extensive study of older people sophisticates the assumption somewhat 
by noting that not merely quantity of interaction but the presence of 
certain meaningful relationships are crucial. It was found to be 
crucial that an older person have a "confidant," i.e., one he can con¬ 
fide in and talk to about himself. "If you have a confidant, you can 
decrease social interaction and still maintain high morale. Conversely, 
if you have no confidant, morale is low regardless of whether your 
social interaction increases, decreases or remains the same."^ 

The significance of having a confidant—either a friend or 
relative—was born out strongly in the interviews presented in this 
paper. A discussion will be included further on. 

The mutual interplay of physical and social states is a sig- 

^James Birren, p. 237« 

E. Lowenthal, "Age-Binked Social Trauma Barely Leads to 
Mental Illness," Geriatric Focus, Vol. VI, No. 13 (Sept. 15, 1967), 
p. 5. From Langley Porter Study in San Francisco, long-term large-scale 
study of older people funded by National Institute of Mental Health. 
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nificant element in the friendships older persons have. Not only the 
common sense facts such as strength to go back and forth and communicate 
regularly with friends is worth noting, but the total impact of obvious 
and subtle factors (such as hearing or speaking difficulties) lead to a 
"current life circumstance" that tends to govern one’s sense of adequate 
interperonal relationships. A down spiral tends to become a self per¬ 
petuating spiral. Begun by reduced capacity due to illness, the person 
becomes less able to cope, which leads to depression and further 
reduces one’s ability to maintain interpersonal relations. Birren 
concludes, "a finding that seems to be emerging is a greater dependence 
of the individual’s functioning upon his current life circumstances 
than was previously realized. "36 This conclusion is supported in 
Tissue’s study where good health was related to high morale and poor 
health uniformly related to low morale .37 This general picture was 
strongly supported, also, by the interviews. One specialist has noted 
that terminal patients (could elderly convalescent hospital patients be 
popularly perceived as "long term terminal"?) fear not death but fear 
the affective loss of family and friends and the loneliness that 
results.-^ Yet he acknowledged that the sick and dying are generally 
avoided by friends and professional alike. The irony is that psycholo¬ 
gically the dying person needs to be able to go through farewells to 

36James Birren, p. 218. 

3?Thomas Tissue, p. 79. 

3%r. Mansell Pattison, unpub. speech at Claremont, California, 
February 1970. 
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those he knows, and yet this is the time when friendships are most 
encumbered. 

A common psychological task of the aging results from the 
frequent recurrence of significant losses—the loss of friends and re¬ 
lation either by death or by removal from the social "scene." Coping 
with grief and bereavement is very significant. Failing to do so "can 
result in the aged person becoming a grief-ridden depressively pre¬ 
occupied person."39 This, too, is generally supported by findings in 
the Langley Porter Study which "showed that social losses play a 
decisive role in the morale of old people. Widowed, retired and 
physically impaired subjects tended to have low morale, even though 
they were socially active.Birren goes on to suggest that the 
effect of frequent losses upon older persons can be a psychological 
disengagement (i.e., withdrawal of libido energy) from external 
objects.^ This brings us to a brief discussion of Cumming 1 s—Heniy* s 
now classic disengagement theory of aging among the elderly. 

The heart of the original theory is summarized well by its 

authors: 

Starting from the common-sense observation that the old 
person is less involved in the life around him than he was 
when he was younger, we can describe the process by which he 
becomes so. • . . Aging is an inevitable mutual withdrawal or 
disengagement, resulting in decreased interaction between the 
aging person and others in the social systems he belongs to. 

The process may be initiated by the individual or by others 

39James Birren, Psychology of Aging, p. 284. 
f. Lowenthal, pp. 4-5. 

jfi «l 

VJ -James Birren, Psychology of Aging, p. 284. 


Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 



25 


in the situation. The aging person may withdraw more markedly 
from some classes of people while remaining relatively dose to 
others. His withdrawal may be accompanied from the outset by 
an increased preoccupation with himself . . . the eq uili brium 
which existed in middle life between the individual and his 
society has given way to a new equilibrium characterized by a 
greater distance and an altered type of relationship.^ 

The theory was carefully tested with a quasi-sample chosen 
from 8700 random dwelling units in Kansas City. A final total ranging 
from 279 on the first interview to 156 by the fifth session were inter¬ 
viewed and tested over an extended period of time. The general theory 
of declining interaction was supported with one exception, relations 
with intimate kin continued as ever unless the kin were no longer 
available.^ This seems to coincide well with the Lowenthal finding 
of the need for a confidant. 

Three of the main hypotheses will be noted, as they seem to be 
meaningful in thinking about convalescent hospital patients. 

Postulate 1: 

Although individuals differ, the expectation of death is 
universal, and the decrement of ability is probable. Therefore, 
a mutual severing of ties will take place between a person and 
others in his society. 

Most persons, as we have noted, coming into a convalescent 
hospital do so because of a "decrement of ability" in some form. It 
seems obvious that entering the hospital is interpreted by many 
patients and by most of society as a severing of ties. Even after 


jjO 

E. Camming andW.'E. Henry, Growing Old; The Process of 
Disengagement, (New York: Basic Books, 1961), pp. 14-15. 

43 E. Camming and W. E. Henry, p. 63 . 

Camming and W. E. Henry, p. 211. 
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physical health may be stabilized, there is very seldom much thought or 
effort given to trying to reestablish the severed ties with society 
outside the hospital. Part of the reason for this may be related to 
the phenomena of institutional life to which we shall come presently. 

Postulates 3 & 6: 

Because the central role of men in American society is 
instrumental, and the central role of women is socio-emotional, 
the process of disengagement will differ between men and 
women. 45 

Because the abandonment of life's central roles—work for 
men, marriage and family for women—results in a dramatic a lly 
reduced social life space, it will result in crisis and loss 
of morale unless different roles, appropriate to the disengaged 
state, are available.^ 

This is certainly true of institutionalized men. Those men and 
women I have observed who have found sane role that seems to them mean¬ 
ingful are much more satisfied with their situation in a hospital than 
those who have not. The hospital seems to serve as a micro-society in 
which different social roles are played by different patients. These 
postulates seen very axrorooos in thinking of the social milieu of 
elderly convalescent hospital patients. 

A part of the Kansas City study took note of the "very old." 

For those over seventy (which most patients would be), it was found that 
dependency is accepted. "Friends" tend to be those who help you, who do 
things for you J 4 ? There is a fairly high degree of disengagement and a 


45Ev -Gumming and W. E. Henry, p. 212. 
46 e. Ciamming and W. E. Henry, p. 215* 
47 e. Cumming andW. E. Henry, p. 205. 
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lack of movement toward any new state. Four factors tend to charac¬ 
terize the very old: 

First, these men and women seem to have found an agreeable 
stability between the inner and outer aspects of disengagement. 
Second, they seem to have integrated their own past lives into 
an acceptable whole. Third, they seem to have accepted the 
closeness of death. And fourth, a certain "carefreeness," a 
freedom from pressing worries or responsibilities, seems to be 
necessary for the maintenance of morale.^ 

'While the Kansas City study was not of institutionalized 
persons, nonetheless these factors coincide with the impression 
gained in the study herein of reasonably healthy convalescent hospital 
patients. It would seem that the positively adjusted elderly aged, 
be they institutionalized or not, share a common attitude toward life 
in many respects. 

That the observation of an apparent lessening of contact with 
society by the elderly is not new is noted in that Smile Durkheim 
commented: "Society has retreated from the old person, or what amounts 
to the same thing, he has tretreated from it.Yet it awaited some¬ 
one to relate the effects of this general picture of life. This 
Camming and Henry have attempted to do. It is noted here at some 
length because it seems to offer much in gaining a viable social 
picture of the elderly convalescent hospital patient. One other 
special strength of the Cumming-Henry theozy ought to be noted. This 
idea of the normalcy of decreasing interaction in later years and even 
desirability helps correct implicit assumptions that younger social 

Cumming and W. E. Henry, p. 208. 

..j^Robert Kastenbaum, p. 17. 
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scientists may implicitly make, such as that one always desires to feel 
a definite usefulness, that general activity is by definition good for 
one, that thinking extensively about death is upsetting, or that 
successful living involves continually expanding interests. 

Not everyone has found this theory of againg satisfactory. 
Different criticisms have been levelled.-^- However, its wide-spread 
disputedness and its continuing citation suggests a strength and 
viability. This theory may present the functionalist’s weakness of 
beginning with an integrated concept or system of thought and then 
trying to stretch it to cover all kinds and conditions. However, it 
still seems more useful than the interactionist tendency to simple 
quantify observations ad infinitum thinking that by so doing one is 
learning substantively more than by holding up a rational theory for 
examination.^ 

Robert Kastenbaum in reviewing the Cumming-Henry theory tends 
to psychologize it somewhat. He .notes, for example, the conscious 
onset of disengagement is when losses of one kind or another begin to 
outrun one’s feeling that they can be replaced and that a most crucial 


5%. Curaming a n d W. E. Henry, these ideas discussed pp. 1?-21. 

^■See Bernard Kutner, "The Social Nature of Aging," Gerontolo¬ 
gist. Vol. H, No. 1, (March, 1962). Arnold Rose, "A Current 
Theoretical Issue in Social Gerontology," The Gerontologist. Vol. IV, 
No. 1, (March, 1964). Richard Videbeck and Alan B. Knox, "Alternative 
Participatory Responses to Aging," Older People and their Social World , 
eds., Arnold Rose and Warren Peterson, (Philadelphia: Davis Pub. Col, 
1965). Francis M. Carp, A Future for the Aged. (Austin: University of 
Texas Press, 1966). 

52see Rose and Peterson, Older People and their Social 
World, p. 366 . 
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h step then is to find a new set of rewards. Further, he suggests, as 

■) 

3 the number of ties become fewer, the value of the ties become dearer, 
i Thus ties of older adults—kinship, friendships, church—have a high 
ij level of agreement and common values. In church and such groups, it 

I 

•> is difficult to deviate from the common viewpoints. Thus, by impli- 

t cation, the more one disengages, the less open one is to new ideas. 

i 

I Again, Kastenbaum suggests that the younger withdraw from the old 
because the past holds little reality in a future-oriented society, 
j Older persons, on the other hand, may find it more satisfying to 
j contemplate the past than to exert the ego energy needed to make new 

P 

! friends of the younger. The older persons’ problem may be the lack of 

I 55 

a (continuing; circle of intimate friends, 

A more recent study has looked at disengagement among pro- 
; fessors. Noting that this is one profession in which role is not 
totally excised upon retirement, the social scientist found no sig¬ 
nificant difference at different ages in disengagement potential. The 
I study concludes, "the fact that retirement had no apparent influence or 
psychological commitment toward work indicates that psychological dis¬ 
engagement may well be unrelated to physical or societal disengage¬ 
ment,"^ 

Kastenbaum, p. 8. 

^R. Kastenbaum, p. 9. 

55r. Kastenbaum, p, 11, 

^^Robert Atchley, "Disengagement Among Professors," Journal 
of Gerontology, Vol. XXVI, No. 1*, (October, 1971), p. it 79. 
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i| Atchley’s distinction between psychological, physical and societal 

y 

y 

| disengagement seems a useful one. Certainly physical disengagement 

A 

:1 is largely an accomplished fact upon entrance by most older persons 
into a convalescent hospital. Societal disengagement often seems to 
follow but it would seem that psychological disengagement need not 
| occur until much closer to death. 

% Robert Havighurst, sometime before the Cumming-Henry theory 

appeared, studied what he called "role flexibility” among the elderly 
J He found that certain roles are reduced or discontinued, certain ones 
| are intensified and new ones sometimes arise. Changing from former 
behavior sets or roles to different ones was a key to successful 
aging. let it normally occurea only with difficulty. Those who had 
experienced some variety of different roles in earlier years seemed 
to handle new roles most readily. Following Cumming-Henry's theory 
of the need to replace instrumental (i.e., bread-winning) and socio- 
emotional (i.e., parenting) roles with other meaningful roles in later 
life and the need for new and meaningful roles to be found in the 
life-style of a convalescent hospital patient, it would seem that role 
flexibility would be seriously needed. 

The struggle for full understanding of social relations among 
the elderly continues. Prof. Lowenthal noted that 1*0^6 of a group that 
had reduced social contact during a two-year study continued to have 

Robert Havighurst, .“Flexibility and the Social Roles of the 
Retired,” American Journal of Sociology , Vol. liX, (19510, pp. 309- 
311, cited in Problems of Aging: Sociological and Social Psychological 
Perspectives, Herman J. Loether, (Belmont, California: Dickinson 
Publishing Co., 1967), pp. 20-21. 
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high morale. At the same time, nearly 50# of the non-disengagers 
studied experienced low morale during the period. She concluded: 
"clearly neither a disengagement theory nor an interaction theory 
alone can account for the sense of well being, or lack of it, in the 
elderly. "^8 Barren concludes that several matters including the 

amount of affective involvement one has with others, the variety of 
social roles he plays, and the mental ability and physical stamina 
one has taken together determine whether disengagement or activity 
is what a person needs. Ke observes; 

Activity in an appropriate amount, as well as a diversity 
of social roles, may protect the older person against some of 
the major limitations of aging, just as an excessive social 
pressure for interaction and activity may lead to an unpro¬ 
ductive and involuting form of adaptation."59 

This interest in the interaction patterns (or decline of them) 
of older persons leads very logically to an examination of the dynamics 
of institutionalization as a significant part of what must be weighed 
in mind in thinking of the elderly convalescent hospital patient. 

INSTITUTIONALIZATION 

An important part of thinking about the elderly convalescent 
hospital patient is the whole phenomenon of institutionalization and 
related factors. This is, fortunately, a complex of matters that has 
in the last decade begun to receive some thoughtful attention.^ Two 

5%. J. Lowenthal, p. 3. 

59jaaes E. Birren, Psychology of Aging, p. 238. 

5®See the bibliography sub-section Institutionalization. 
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, a definitions of the concept of institutionalization (hereafter referred 

i| 

| to as "ins") seems to outline the longitude and latitude of the idea. 

! 

I In a 1968 study, ins is described as a “complex process beginning when 
• an aged person seriously considers institutionalization, through a 
■f critical phase preceding and perhaps immediately following actual 

I entrance to the institution, to a period of long term residence in 

If the institution."^ 

A second definition that suggests a continuum for study of 
'I the intensity of ins is seen in Erving Goffman's definition of a 

j,< 

3 "total" institution, i.e., a place where all of the following qualities 
I prevail: 

| First, all aspects of life are conducted in the same place 

| and under the same single authority. Second, each phase of the 

member's daily activity is carried on in the immediate company 
of a large batch of others, all of whom are treated alike and 
| reouired to do the same thing together. Third, all phases of 

the day's activities are tightly scheduled with one activity 
leading at a prearranged time into the next, the whole sequence 
of activities being imposed from above by a system of explicit 
formal settings and a body of officials. Finally, the various 
enforced activities are brought together into a single rational 
plan purportedly designed to fulfill the official aims of the 
institution. 

The extent to which these qualities are applied varies from 
one institution to another. They may be applied rigidly or with some 
liberty and allowance for individual persons. They may be applied 
punitively, legalistically or benevolently. The more rigidly they are 


61m. Lieberman, V. Prock and S. Tobin, “Psychological Effects 
of Institutionalization," Journal of Gerontology, Vol. XXIII, (1968), 

PP. 3U3-353. 

^Erving Goffman, Asylums, (Garden City, New York: Anchor Books, 

1961), p. 6. 
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applied, the more the patient is depersonalized.^ It is the patient’s 
perception of and response to this phenomenon and the manner of the 
hospital staff regarding it that we shall note in the literature. One 
recent study of older people (age 70 +) in selected rural and urban 
areas of Iowa revealed a very negative image of nursing homes or con¬ 
gregate living facilities. Of 235 persons interviewed (of whom 14 
(67b) were in nursing homes) only about a third would choose to enter 
a nursing home if their health dictated some change of residence. 

Most of these would do so only reluctantly. Typical remarks of these 
rejecting nursing home care as an option were: 

People who live in nursing homes are people no one cares about. 
I was a nurse before and have seen a lot of nursing homes, 
loving care is most important but they (patients) don't get this. 
The persons who work there are tired and busy. They don’t have 
time. 

These comments reflect a popular image of nursing homes and to 
a lesser degree are like the attitude of patients interviewed in the 
present study. Clearly the affect of ins begins in a person's per¬ 
ceptions before he ever enters the hospital. One public health 
administrator noted that a common problem of institutionalizing an 
older person is that he may sink into apathy because he feels he has 


^Rodney M. Coe, "Self-Conception and De-Personalization,” 
Older People and Their Social World, eds., A. Rose andW. Peterson, 

p. 228. 


^ Tife After 70 in Iowa. Gordon Bultena et al. (Ames, Iowa: 
Iowa State University, 1971), p. 100. A further study of patient 
views is found in "Patient Perceptions of Nursing Home Placement," 
R. J. Mahoney and J. E. Davis, Geriatrics. Vol. XXXV, No. 6 (June, 
1969). 
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come to a place where he cannot and will not improve, 

Within the scope of ins we will note a number of studies of 
interrelated matters, including death rates, adjustment of patients, 
dependency, self esteem, interaction and institutional programs. 

It has been observed that the death rate for newly institu¬ 
tionalized persons is sharply higher for a time. Whether this is an 
affect of ins or is related to some other phenomena is the subject 
of some speculation, Birren notes the phenomenon and suggests again 
the possibility of interplay between physical and psychological events 
and consequences,^ Another study of the matter points out that 
“older people admitted to institutions die at excessively high rates 
during the first year and particularly during the first three months 
after admission." D ‘ However, the social worker-author goes on to 
explain that the high death rate may not be related to ins per se . 
Rather, the condition of incoming patients may be the key factor, 
"People tend to be placed in institutions, particularly nursing homes 

and hospitals, in a state of crisis or often in a seriously debilitated 

68 

or incapacitated state," Further, citing a study of survival and 
re-location, the author notes the negative affect of intellective 
impairment on survival. 


%. Levey, "The Role of the Nursing Home and Retirement Home 
in a Comprehensive Mental Health Program for Older Adults," Mental 
Health of the Older Adult, (Iowa City: Univ. of Iowa, 1965), p, ?5. 

^J, Birren, Psychology of Aging , p, 237, 

67 

M. Blenkner, "Environmental Change and the Aging Individual," 
The Gerontologist, Vol. XVII, No. Z, pt. I, (June, 1967), p* 101. 

68m. Blenkner, "Environmental Change and the Aging Individual," 

p. 102. 
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When there is evidence that the older person’s intellec¬ 
tive capactiy, his memory and his orientation to time, place 
and person are seriously impaired, his chances of survival 
following relocation are considerably lower than that of a 
person who shows no or only minimal signs of such impairment 
regardless of how emotionally or socially disturbed or mal¬ 
adjusted such a person may be.°9 

The person entering a convalescent hospital ■typically has some 
"internal" factors against him then. It may also be expected in 
patients entering "total" institutions that they will have anxiety 
over their future, fear and anger at unfulfilled kinship expectations, 

! and will be increasingly dependentAnother sociologist noted that 
Scott’s comparison of institutionalized and non-institutionalized 
patients (to which we shall shortly come) found that the nursing home 
sample had twice as many never marrieds and twice as many separated, 
widowed or divorced as the control sample. He also notes that a study 
by E. K. Brody of entrants to one nursing home found that entered 
due to mental or physical impairment and a like percent due to the 
death or illness of a spouse or relative .71 Perhaps high mortality is 
not a sign of the "ontic shock" of ins but the effect of an already 
percipitant condition. Frances Scott, in her well-known study com¬ 
paring the life adjustment of institutionalized and non-institution¬ 
alized persons in nursing homes, looked at a wide range of factors from 
marital status to activity participation to prior adjustment of 
patients. It was found that nursing home patients have a notably 

31enkner, p. 103. 

^^Rodney M. Coe, p. 241. 

7%. B. Sussman, p. 318. 
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poorer adjustment (over all) to life than non-patients. Yet it may not 


have been any reflection on the particular nursing home they -were in 
(72$ were fairly well satisfied with their living arrangements, com¬ 
paring closely to 83 $ of non-patients)^ but on the notion of being in 
a nursing home at all. Of even more significance was the correlation 
of patient adjustment to their earlier life adjustment (estimated by 
one of the testing devices used), a correlation of .68. Sixty-two 
per cent of the patients experienceing low level adjustment appeared to 
have made poor adjustments to life in earlier years. Sixty-seven per 
cent indicating high adjustments had also experienced high adjustment 
earlier. Scott concludes, 

. . . nursing home living per se is not casually related to 
a low adjustment level, but ... a multitude of factors in the 
past experience and adjustment of the individual contributes to 
his present adjustment, and . . . nursing home residents tend to 
have significantly poorer past adjustment. 

A separate study comparing residents of Protestant retirement 
homes with non-residents had earlier found that the institutional 
population was predominantly female, better educated, more religiously 
active, had more leisure time and was more financially secure than non¬ 
residents. It seems possible that the report of fewer contacts with 
friends (assumedly outside), a poorer quality of familial relations, 
and less chance for participation in group activities (assumedly out¬ 
side) could be a reflection upon their congregate living arrange- 


72prances C-. Scott, "Factors in the Personal Adjustment of 
Institutionalized and Hon-institutionalized Aged," American Socio¬ 
logical Review. Yol. XX, So. 5, (October, 1955), p. 540. 

?3scott, p. 546. 
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Oh, 

ment. ' In general, this seems to complement the comparison made by 
Scott. Pan’s study may have reflected the survival of the healthier 
of those persons who, under duress of sane kind, enter an institution. 
It is also possible that there may be a qualitative difference in the 
resident make-up of retirement homes and nursing homes or convalescent 
hospitals in general. 

The dependency of the patient on the staff in most institu¬ 
tional settings stands in marked contrast to the value we place 
generally in our society on self control. Dr. Pattison, previously 
referred to, suggests that when we become dependent, we feel demeaned 
and inferior; we lose self-respect."^ Along a similar line of thought 
one study sought to compare the self and ideal self-concepts of aged 
patients. An inverse relation between dependence and positive self- 
identity was found among male patients but not among women patients. 
Allowing that further research is needed, the writers suggested that 
the sex difference may be due to the more accepted social role of 
dependence by women in our society and the negative image of male 
dependency."^ At any rate, it would appear that the dependency of ins 
may have a differing effect upon men and women. 

That ins and whatever degree of dependence that accompanies 

S. Pan, "Personal Adjustment of Old People," Sociolo¬ 
gical and Social Research . Vol. XXXV, 1950, p. 11. 

Pattison, unpub. talk at Claremont, Calif. Feb., 1970. 

Gordon and W. E. Vinacke, "Self and Ideal Self-Concepts 
and Dependency in Aged Persons Residing in Institutions," Journal 
of Gerontology . Vol. XXVI, No. 3» (July, 1971). p. 3^1. 
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it produces a loss of self-respect as Dr. Pattison suggests is not 
proven by the latter study. It reported no definite change in self 
or ideal-self concepts following ins. However, Coe reports a severe 
affect upon self-concept where the "total" institution approach is 
taken. As the patient is "de-personalized," his self-concept deterio¬ 
rates and he may become delusional.^ This may be perceived as a 
schizophrenic break or it may be considered the "senility" of an older 
person living in the past. In either event, what may well be occuring 
is human de-personalization and the loss of "self," i.e., "ontic 
shock" (my term). 

Other studies have also sought to check the effect to one’s 
self-concept on entering an institution. Haney Anderson studying the 
relation of interaction, ins and the self-concept found no relation 
between self-esteem (or self-concept) and ins but a positive relation 
between interaction and self-concept. 

Third, and finally, the effect of ins upon interaction 
becomes a crucial consideration for the well-being of those 
who, by choice or necessity, move to a retirement home. The 
relationship between self-conception and interaction indicates 
that the latter is an important area in which the institution 
can benefit or harm the resident’s mental health. It suggests 
that the social affiliations of the residents, especially those 
which promote a meaningful group identity, deserve the close 
attention of institutional administrators .78 

In a repeat study two years later, Anderson found the same lack 
of relation between self-esteem and ins but some parallel between 


77Rodney M. Coe, "Self-Conception and De-Personalization." 

7%ancy K. Anderson, "Institutionalization, Interaction and 
Self-Conception," Older People and their Social World, eds. A. M. 
Rose and W. A. Peterson, p. 257. 
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interaction and self-esteem. There would seem to be a pattern in the 

changes in interaction following ins. Residents of the home report 

j their associations are different than five years prior and (it is 

noted) there is more interaction. Thus, entering the home tends to 

break off old relationships and establish new ones. Whether the net 

effect to the patient is good or ill depends on the patient’s prior 

social network. 

The aging individual who has been integrated into a 
neighborhood and kin network will probably be adversely 
affected by a change of residence which interferes with 
I previously established social relationships. In contrast, 

new friends and activities can be provided by communal living 
arrangements for the individual who has been isolated by 
physical immobility and separation from old associates. 

The significance of interaction on positive self-esteem is 

i 

supported by one finding in a study in San Antonio of residents in a 

j new low income housing project. The amount of interaction, membership 

in clubs and time spent in social groups rose dramatically within a 

year's time of entering the new housing facility by comparison to the 

Rn 

level of interaction and the observed attitude prior to entrance. 

The conclusion the author drew with reference to the above point is 
that opportunity for interaction has an influence. This, too, could 
explain the increase of interaction for some following entrance to a 
nursing home. 

The degree to which patients in a nursing home can combat 


?%ancy Anderson, "Effects of Institutionalisation on Self- 
Esteem," Journal of Gerontology , Vol. X2II, No. 3, (July, 1967), p. 3l5o 

Shrank Itzin, "Social Relations," The Daily Needs and In¬ 
terests of Older People, ed. A. M. Hoffman, p. 149, and a case study 
of the above point, pp. 157-158. 
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the de-personalization of a "total" or "near-total" institution is 
uncertain. Coe suggests that patient social organization may be 
hindered by the physical impairments, the depressed state of patients 
or by restraining attitudes of the institution.®^ On the other hand, 
time and staff encouragement of patient interaction could result in 
a viable patient group. An interesting study of such a group was in 
a veterans’ extended care facility in Canada. One ward with the encour¬ 
agement of the staff instigated a self-government program in which the 
patients governed their own social activities and even much of their 

Op 

treatment. The difficulty came at the point of the staff having 
difficulty restraining themselves. The physiotherapist was upset that 
several patients ceased treatment. The staff wanted to "correct" 
certain social plans the patients set. It was found to be much harder 
to work with patients than over them. 

This points, then, to the approach of the staff in operating 
as a "total" institution. Approaches vary widely as was pointed out 
by one R. N.*s description of institutional patterns of care.^ There 
is the "museum" pattern (corresponding to H. Harrington’s "storage bin" 
description), the "beehive of activity" approach, the "one-big-happy- 
family" approach (but guess who are the "children”) and finally the 

^•Rodney M. Coe, p. 228. 

®2<J. R. D. Bayne, "Environmental Modification for the Older 
Person," The Gerontologist. Vol. U, No. 4, Pt. 1 (Winter, 1971) 
pp. 314-317. 

®3d. M. Smith, "Psychosocial Health as seen by an R. N.," 
Society and the Health of Older People . ed. Irving L. Webber (Gaines¬ 
ville, Fla.: Univ. of Florida Press, 1959), pp. 110-114. 
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"remotivation" approach. This latter, closely corresponds to the 
therapeutic community concept that we shall examine shortly. It is 
stress upon doing things with, rather than to, the patients which 
promises to begin breaking out of the rigid "total" institution pattern 
of care. This nurse also noted the problem of no social role by many 
of the elderly in that they have trouble "exhibiting a whatness" in 
order to know their "whoness."^* 

Though it has been known for several years that group acti¬ 
vities in congregate facilities tend to lead to higher satisfaction,^ 
Kutner’s study found that mere activities are not enough. 

Many older people require activities in retirement that 
will be substantial functional substitutes for the responsi¬ 
bilities of gainful employment, family rearing and homemaking. 

For many, mere leisure time pursuits will be felt to be the 
expressions of indolence and of the useless role to which 
society has relegated them.8° 

Rabbi Abraham Heschel saw that danger in 1961 when he spoke to 
the White House Conference on Aging. 

While we do not officially define old age as a second child¬ 
hood, some of the programs we devise are highly effective in 
helping the aged to become chi l dren. The preoccupation with 
games and hobbies, the overemphasis upon recreation, while 
certainly conducive to eliminating boredom temporarily, hardly 
contribute to inner strength. The effect is rather pickled 
existence, preserved in brine and spices. 


®*D. M. Smith, p. 112. 

85See C. Tibbets and ¥. Donahue, (eds.), Aging in Today*s 
Society. (Englewood Cliffs, New Jersey: I960), pp. 293-304, for a 
discussion of this. 

86 F. Itzin, p. 151 . 

^Speech by A. Heschel summarized in Maturity. (Nashville: 
Methodist Publishing House, 1963), p. 3. 
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Such rnutterings as these, together with some of the care 
approaches now being tried, mark the hope that perhaps the call for 
convalescent hospitals to be as ready with moral and social rehabili¬ 
tation or psychological and social care as they are with medical and 
physical care may be heard.If some degree of remotivation and self¬ 
esteem is the hope in treatment of elderly patients, then environments 
need to be designed to better compensate for patient debilitation, e.g., 
electric doors, throat mikes, push button telephones (at wheel chair 
level), alarms on machinery, etc. ^9 

As much as sixteen years ago, an institutional architect noted 
the difference in attitude in some facilities from that in others. 

There are still homes which are places set apart, where 
men and women rock in their neat little rooms or sit stiffly 
in a formal lounge watching television, waiting for mealtime, 
for bed, for death. 

In others, they "come to life," associating together with 
love and forbearance, greeting each dawn with enthusiasm. The 
difference lies in something deeper than asphalt tile and 
shoulder-height showers and the latest furnishings .90 

It is apparent that enough efforts have been made here and 
there now to provide substance to guide a staff in developing such an 
approach to care. Levey notes that "the therapeutic community attempts 
to help every patient improve and contribute to the ’community life* 


®%or these "calls," see A. Strauss, "Problems of Psychological, 
Social Care of the Eying," p. 6; also "Geriatric Rehabilitation," 
Geriatrics . July 1968, p. 126. 

®9r. Kastenbaum, p.. 50 . 

99k. Frakes, "If ye have not love . . . ," Christian Century . 
(December 7, 1955). p. 1427. 
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... sink into apathy. "9^ Donahue reports that patients 
behave according to expectations of than. In an experiment, presumably 
"sick incompetents" were treated as capable of acting and interacting. 

A "community" atmosphere was developed with work, a store, house¬ 
keeping, co-ed wards, etc. Response was distinct.92 Again, discussing 
group methods of treatment, one book suggested that thought and effort 
had to be put into getting the interaction past the mild acquaintance 
stage. 

To overcome this, programs can be designed that foster 
deeper involvement among the members by offering opportunities 
for real communication and active enjoyment, a chance to give 
as well as receive, ways to develop and share mutual interests.93 

In summary, it would appear that convalescent hospitals, at 
least some of them, are beginning to break out of the patterns of 
depersonalized inhuman treatment that has created such a negative 
public image of them. As the social-psychological factors of institu¬ 
tional life are better understood, it should follow that a better human 
ccanmunity approach will develop. 


93-s. Levey, p. 75. 

93tfilma Donahue, Mental Impairment in the Aged. (Philadelphia: 
Geriatric Center, 1965) , p. 146. An interesting experiment with 
good results is also reported by S. Dubey, "Intensive Treatment of 
the Institutionalized Ambulatory Geriatric Patient," in Geriatrics . 
Vol. XXIII, No. 6, (June 1968). 

93iQ.ein, Le Shan, Furman, Promoting Mental Health by Group 
Methods. (November, 1965), p. 132. A report on some first efforts 
in group experience in a home for the aged is reported in a chapter 
by Herbert Shore in Seminaar on Social Group '/fork with Older People. 
(New York: National Association of Social Workers), 1961, pp. 108-116. 


Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 




J44 


mental/emotional dynamics of older adults 

The literature regarding the intra-psychic life of older 
persons tends to fall broadly into one of two camps. There are those 
(always plentiful in the social sciences) looking at the problem side 
of older adult emotional life and there are those describing positive 
"adjustment" or healthy emotional conditions in older persons. In the 
camp of the former we will note the emotional problems of later years 
i with a look at thought on rigidity to change. Also, we will examine 
depression and its precipitants. Because the psychopathology of older 
persons represents a specialized area, we have arbitrarily chosen to 
stay on the periphery of it and will survey more the normal stresses of 

Q/l, 

older adults. On the positive side, we will examine the need for a 
new view of aging in our society and examine two therapists’ systems 
of thought on this (Jung’s and Erickson’s views of the healthiness of a 
growing concern with self, and the desire for dignity by the elderly). 
We will also study the value of the life review and the attitude toward 
death of older people. In this section (as throughout the chapter 


9^Some attention has been given to mental illness among the 
elderly. The following sources offer a basic exposure in that area: 

J. Corsellius, Mental Illness and the Aging Brain. (London: Oxford 
Univ. Press, 1962); P. H. Hock and J. Zubin (eds.). Psychopathology 
of _Aging. (London: Grune and Stratton, (1961); 0. J. Kaplan, Mental 
Disorders in Later Life. 2nd ed. (London: Oxford Univ. Press, 1956); 

M. J. Lowenthal, Lives in Distress: The Paths of the Elderly to the 
Psychiatric Ward. (London: Basic Books. 1964-): M. J. Lowenthal. " 
Aging and Mental Disorder in San Francisco. (San Francisco: Jossey-Bass 
Inc., 1967): K. Wolff, Geriatric. Psychiatry . (London: Oxford Univ. 
Press, 1956 ). In addition, there are chapters on the psychological 
problems in some books and several journal articles. 
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generally), the literature focuses on older adults in general rather 
than on convalescent hospital patients, so we must infer which findings 
from the studies are germaine for our purposes. 

Senescence is a term used to allude to the effect of a whole 
web of factors upon the emotional health and stability of older persons. 
Included are the effects of such factors as physical decline, loss of 
erotic values, loss of supportive figures, social and economic inse¬ 
curity, and a gradual contraction in the flexibility of the adaptive 
mechanism. 95 in addition, a number of emotional conditions may arise 
due to the older person’s nebulous relation to society. Three different 
specialists in the aging field have given similar interpretations to 
these ©motive traumas. "What are the basic spiritual ills of old age? 

The sense of being useless to and rejected by, family and society; the 
sense of inner emptiness and boredom; loneliness and the fear of time."96 
Rabbi Heschel goes on to say that what must be attained by persons is a 
sense of significant being. 

Loneliness, rejection, lack of useful things to do, these 
emphatically affect the over-all health of the aged. For 
hardening of the arteries is certainly no worse than softening 
of the will to live. This applies to every human being. It 
applies particularly to the aged. 97 

The crises of aging is the experience of rejection, hos¬ 
tility, and deprivation of significant work simply because 


95j. Weinberg, "Emotional Disturbance in Older Adults,” The 
Mental Health of the Older Adult, p. 21. 

9^Abraham Heschel, in Reports and Guide! i neg nf the* White 
House Conference on Aging, pamphlet No. 7, (1961), p. 11. 

97pred C. Swary in Background Paper on Religion and Aging. 
White House Conference on Aging (1961), p. 16. 
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one is old. The terror of aging lies in the contemplation 
of the possibility of being a burden, of being the occasion 
for resentment and irritation, of being neglected and 

isolated.98 

It is the failure of medical doctors to differentiate these and 
other conditions, the tendency to cluster then as senescence or diag¬ 
nose them indiscriminately as arteriosclerosis that is disappointing. 
Weinberg notes this habit among his fellow medical doctors. 

The therapist (must) . . . first determine the degree of 
disease present . . . Findings of many studies suggest that 
many manif estations heretofore ascribed to aging per se 
reflect instead medical illness, personality variables, and 
social-cultural effects. 99 

Medical illne ss—subject to treatment of some sort; personality 
variables—for which we make allowance at other ages in life; social- 
cultural effects—just possibly understandable responses by older 
persons to society 1 s attitude toward them; these we often take as a 
basis for writing off older people. 

A behavior pattern that sometimes is a problem in old age is 
that of facing change. "Why is rigidity frequently seen in older per¬ 
sons? Birren suggests that people normally are enlarging their 
repetoire of ready-made solutions over the years as they face different 
situations. Hi later years, persons may tend to fall back on their 


9%, B. Maves, "The Church and the Aging," (Nashville: Meth¬ 
odist Publishing House, 1955)» p. 13. 

99j. Weinberg, "Emotional Disburgance in Older Adults," p. 17. 
One possible understanding. of why many diagnoses tend to be superficial 
could be gained from two separate articles that note the genuine 
resistance of therapists and staff to do psychotherapy with older 
patients. See "Intensive Psychotherapy for the Hospitalized Aged," 
Geriatrics. Vol. XV, No. 9, (September, I960) pp. 647-649; R. Kasten- 
baum. A New Look At Old Age, pp. 140-142. 
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"pack of tricks" rather than attempt novel approaches. This may be 
related to organic changes, for Birren notes, "Most rigidity in problem 
solving seems not to lie in attitude per se, but in changes in abili- 
ties."100 a parallel picture is found in a discussion of learning 
deficits in old age. Kastenbaum observes that learning deficits may be 
hidden by intricate behavioral repertoires learned before learning 
deficiencies developed. 101 Birren notes that in a mixed-age study of 
rigidity there was a closer (inverse) relation to intelligence than to 
age found. However, age and intelligence could not be fully sepa¬ 
rated. 102 The problem of rigidity in facing change may well be a 
teneral personality problem, not a peculiar concern of the aged. 

Birren argues from the difficult time persons have in changing ideas 
throughout life. He suggests the need to shift feelings of self worth 
to other criteria when a woman’s body beauty begins to wane. 

The reinvestment of psychological attachments is one of the 
demanding aspects of aging and the personality, particularly 
so if the early life attachments were unrealistic and did not 
lend themselves to a transition to a more differentiated adult 
life.103 

Depression is a fairly common experience among older people 
(and particularly among those in convalescent hospitals). Reasons 
vary as the kinds of emotional reactions noted above might suggest. 
Weinberg notes that the decline of hope in late life places the 

100j. Birren, Psychology of Aging, p. 194. 

1°1r. Kastenbaum, p. 54. 

102j. Birren, Psychology of Aging, p. 232. 

l°3j. Birren, Psychology of Aging , p. 240. 
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organism in a precarious position. Earlier, whatever the conditions, 
one could hope for a better tomorrow. In later life, this is not so. 

"A man will endure the greatest pain if he has the hope that eventually 
the suffering will come to an end or that the future will be 
brighter.""^ Kastenbanm sees trouble ahead for those who have put so 
much emphasis through the years on the future and then find in old 
age they cannot "produce" as they feel they should.105 Again, those 
who in the past knowingly injured others may feel guilt "but can see 
no way of reversing the process; they do not imagine forgiveness or 
redemption. ”-^6 

Another cause of anxiousness and struggle in later years is 
economic worries. Citing a U. S. Senate report in I960, Michael 
Harrington notes that at least half of the aged in our country do not 
have a minimally decent income.Research data for I960 shows the 
average adult unit gross disposable income for persons 65-74 as $3452 
and for persons 75 or older as $1935 (adult unit is husband, wife, if 
both living together, plus any children under 18 ). 1^8 5 > or gjj. persons 
over 65 in 1962 an average 32$ of their income was derived ty earn¬ 
ings.For those not able to work, that means a reduction of 32$ 

■*<J. Weinberg, "Emotional Disturbance in Older Adults," p. 19. 

1°5r. Kastenbanm, p. 272. 

10%. Kastenbanm, p. 272. 

1^7m. harrington, p. 103 . 

10%. w. Riley and A. Foner, Aging and Society, p. 78. 

10%. W. Riley and A. Foner, Aging and Society, p. 72. 
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from the above income levels or a supplement of sources. Though dollar 


income had risen by 1969, a year in ■which $2194 was declared the 
poverty level for any couple over 65, there were nonetheless 4.8 
million older persons at or below the poverty level. This represented 
about 25& of a2 1 older adults. To live month in and month out on the 
ragged edge income-wise could lead to definite emotional reactions. 

As the father in Cat on a Hot Tin Roof put it so well, "It's all right 
to be young and poor, but you can't be old and poor; you just can't 
be—no matter what.""^ But over four million Americans are. An 
interesting finding in a general study of old people in Iowa was the 
relative sense of well-being, even on low income, that many have. The 
researchers concluded, "that a number -whose situation was relatively 
poor could still consider themselves comparatively better off than 
most other older persons was a salvation to their morale."-^- Yet such 
comparison could still give way to a depressive state should an unan¬ 
ticipated shift in the life circumstance occur. 

Failing to deal with grief for the loss of significant others 

is frequent in old age. Grief may also be the reaction to losses other 

than human death. As was noted earlier in this study, failure to deal 

with grief may lead a person to become a grief ridden depressively 

122 

pre-occupied person."^ The way in which persons respond to grief may 
vary according to their social class "heritage," so to speak. Lower 

•^Tennessee Williams' play "Cat on a Hot Tin Roof." 

■^R. Bultena et al. Life After Seventy in Iowa, p. 101. 

■^J. Birren, Psychology of Aging, p. 284. 
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class persons tend to be antagonistic but passive; middle class persons 
tend to be "hurt 11 by psychological implications of changes, but will 
control their reactions. -^-3 

Another indicator of the mental/emotional stresses of later 
life, for men, at least, is found in the suicide rate. The suicide 
rate for women projected over a life-span resembles a typical bell¬ 
shaped curve peaking out during the 45-54 age period, with about twelve 
suicides per 100,000 population and dropping steadily through later 
life. Men, on the other hand, have a steady increase from age 12-35 
in the suicide rate per 100,000 population. The line progresses from 
9 per 100,000 at age 12 to 59 per 100,000 at 85.Explanations for 
this soaring rate of suicide among men are not clear, but it suggests 
that the sense of self worth men hold in later life is no greater, 
indeed it may be markedly less, than earlier in life in our society. 

In a broad sense it could be said that later life can be an 
emotional problem or it can be a positive and satisfying time, and 
dignity may be the pivotal factor. Old age as an emotional problem 
"begins where pride, self-confidence and identity end. "-^-5 One 
physician notes that what an older person fears in illness is the loss 
of specific senses; the intellect and those characteristics which have 
made them them (emphasis added). "In short, he wishes to live and die 

Birren, Psychology, of Aging , p. 32. 

-^Data from U. S. Bureau of the Census, mid 1960’s. 

-^Alexander Comfort, "The Longer Journey Ahead," The Center 
Magazine. (Santa Barbara: Center for Study of Democratic Institutions, 
July, 1970), p. 49. 
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as a person instead of a meaningless blob of * living* protoplasm. n 
Again, -with all the nakedness of stereotype Grandma in The American 
Dream expresses it well. 

Mommy: Daddy said he was sorry. 

Grandmas Well, that’s all that counts. People being sorry. 
Makes you feel better; gives you a sense of dignity, and 
that’s all that’s important ... a sense of dignity. And 
it doesn’t matter if you don’t care or not, either. You 
got to have a sense of dignity, even if you don’t care, 
’cause if you don’t have that, civilization’s doomed.-^-' 

If older life has emotional strains for many people, it may 

well be because society has not prepared them for it. Kastenbaum 

notes. 


Both our formal and informal socialization precesses emphasize 
personal growth and expansion during the early years of life. 

’The system* ill prepares us for living within limits, living 
with losses, and living with the prospect of death.^^living 

Another counselor notes that our psychologies and theologies are not 
oriented to such prolonged life. "The goal structure of our psycho¬ 
logies of the development of personality and our religious values as 
well have been aimed at getting a child to adulthood, not through 
it.nH9 ifcat th e projection of mid-life personality needs onto later 
years is problematic seems evident. It may well be that what is needed 
is a comprehensive development and scrupulous testing out of social 
and personal role theory for later years, perhaps following the lead 


Gower, "Birth, Death and the Physician," p. 5. 

-^Edward Albee, The American Dream, p. 64. 

Kastenbaum, "The Foreshortened life Perspective," p. 133* 
•^^ayne Oates, The Religious Dimension of Par.^onal j ty. p. 250. 
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s of Erik Erickson, Carl Jung, or Cumming-Eenry' s theory of disengagement* 

But before that in society “a positive approach must be adopted which 

120 

\ recognizes that aging is a positive achievement." 

j The groundwork for seeing later years as a further developing 

stage of life is laid* Sociologist Otto Pollack said some time ago, 
“Social scientists therefore should define old age as an advanced but 
nonetheless continuing process of human development."-®-^-®- Studies have 
\ found later life to be in many ways a continuum of earlier life. A 
■ study of personality among eighty-seven men ranging from 55-81*, about 

\ half of whom were retired and half were not, found the older group less 

(: 

i; 

hostile and defensive, but found that the best adjusted at all ages 

\ 

\ were men who found satisfaction in their activities, accepted changed 

; circumstances and sought, rather than avoided, social contact."^ 22 

| That the later stages of life have a function and normal 

process of their own is suggested in the picture of life Erik Erickson 

123 

outlines in his eight stages (or crises) of life. The eighth or 
final stage of human development is a crisis presumably reached at some 
time in later life, or more probably confronted in its fullness in late 
| life. Erickson describes it as the struggle between integrity of self 
versus despair of self. The task involves trying to come to a full 

•®-2^S. Levey, "The Role of Nursing Home and Retirement Home in 
a Comprehensive Mental Health Program for Older Adults," Mental Health 
and the Older Adult, p. 77. 

j •®-^-®-0tto Pollack in Background Paper on Religion and Aging. 

White House Conference on Aging (1961), p. l8. 

? 122 J. Birren, Psychology of Aging, p. 23l*. 

•®- 2 ^S. Erickson, Identity and the Life Cycle . 

5 

v 

1 
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acceptance of the self one is through the self one has been. "To be 
through having been" suggests a bringing together and a sense of 
self respect (dignity) for one's personhood. To resolve this crisis 
satisfactorily is to be at peace with one's life, and is seen as a 
task unique in its fullness at the closing period of life. Rather 
than a casting off of all that has preceded, Erickson's theory sees 
the continuity and knitting together of it all. To focus on the 
self, to review life, seems logical. Following a neo-Freudian tra- 
j dition, the concept nonetheless seems to fit later life actions 
well. 

Carl Jung is yet another neo-Freudian who has appreciated the 
later half of life as a time to turn inward in order to find continuity 
not only with one's immediate previous experience but indeed with one's 
unconscious ancestry. Jung sees an extended process in which one comes 
to a deeper and deeper awareness of himself by coming to a unity with 
his heritage. We are not so concerned with the details as with the 
general approach that later life has a basic functional importance 
to one's sense of life fulfillment. Jung wrote. 

It is a great error to assume that the meaning of life 
is exhausted with the period of youth and growth. . . . The 
afternoon of life is just as full of meaning as the morning, 
only its meaning and purpose is a wholly different one. ^ 

That life continues to develop is assumed in Jung’s obser¬ 
vations. To grow old is part of life. A youthful 70-year-old is a 
perversity. To simply repeat the actions of earlier life is to be a 

Jung, Psychological Reflections. (New York: Haroer and 
Row, 1953), PP- 121-122. 
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machine. Again, Jung sees the appropriateness of self concern in 
later years. Aging people’s lives are processes of contraction. For 
younger persons, it is ■wrong to be concerned with self. For the 
older adult, "It is a duty and a necessity to give serious attention 
to himself. 

Following Jung’s concept of the function of later years, 
Weinberg, himself a Jungian, says, 

The task of the aged person has a merit of its own. Old 
age is the time of life for a person to come to know himself 
rather than merely to attempt a reconciliation with an environ¬ 
ment in which he has difficulty achieving.127 

While there is ample ground for seeing later years and their intro¬ 
spective function as helpful and even essential to the human task, 
it has yet to trickle out into a popular mentality in American society. 

The personal effort to find a sense of unity and continuity 
with one’s past seems logically to be the purpose of a common 
phenomena among many older persons—the life review. At some point 
in later life, the person begins to look back over life (and at that 
point this writer ventures the person tacitly recognizes that he is 
old, or at least is getting old). The life review may be only a mild 
experience—the reminiscence that we often stereotype as typical for 
older people. Such thought is characterized by mild nostalgia and 
mild regret. On the other hand, the experience may take a severe 

125c. Jung, p. 123*. 

326 C. Jung, p. 122. 

1^7J. Weinberg, "Emotional Disturbances in Older Adults," 

p. 16. 


Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 






55 


fom, provoking anxiety or despair and depression, in extreme cases 
becoming an obsession and leading to terror or suicide. ^-23 

To notice the function of the mild reminiscence for a moment, 
one writer suggests, based on a survey of the reinforcing value of 
reminiscing to one’s self concept, that "although this mechanism may 
seem rigid and tiresome to other persons, this may be a way of main¬ 
taining the self-esteem. "^9 The study found that reminiscing offers 
a way to retain identity by association with former social roles. 

This, it would seem, is Erickson’s intent when he describes the action 
in the eighth stage of life as "to be through having been." One 
writer suggests that men have a strong desire to find a teleological 
purpose to life as it draws toward a close and the looking back may 
help find that. "We want to remember, to mull over the past, to see 
the years in some kind of perspective. We want to find out what is 
lasting and eternally true."-^0 Aristotle seems more pragmatic. He 
reflected that old men "live by memory rather than by hope. . . . They 
are continually talking of the past, because they enjoy remembering."131 
Generally, the life review, then, is seen as a normal experience in 
which one tries to square one’s life with the value and expectations 

Kastenbaum, Hew Look at Old Age , p. 269. Virtu ally 
the same thing is stated in J. Birren, Psychology of Aging, p. 286. 

129chas. N. Lewis, "Reminiscing and Self-Concept in Old Age," 
Journal of Gerontology . Vol. XXVI, No. 2, (April, 1971), p. 242. 

■^Lulu (Mrs. C.) Hamilton, Your Rewarding Years . (New York: 
Bobbs-Merriil Co., Inc., 1955)> p. 20. 

■^Aristotle, Rhetoric in New Look at Old Age. R. Kastenbaum, 

p. 265. 
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one has had. ^32 

The life review may not always be pleasant, especially when 
one senses some serious discrepancies in life. In the process or as 
a result depression, intense guilt or an obsessive rigidity of past 
interest can occur. One older patient in a mental hospital remarked, 
"Some nights when I can’t sleep, I think of the difference between 
what I’d hoped for when I was young and what I have now and what I 
am. "^3 Again, it may be as the central figure in the movie Ship of 
Fools remarks, "and one day you wake up and discover you’re going to 
die, and you say to yourself, ’My God, I can’t die. I haven’t begun 
to live yet. ’"^3^ Barren notes that the violent reaction to life seems 
to decrease with advancing age. The 60-year-old facing death reviewing 
life suffers more than the 90-year-old because the latter has usually 
made gradual adjustments over the years. ^35 

For some persons, the life review may serve as considerably 

more than just an enjoyable reminiscence. It 

is conceived of as a naturally occuring universal mental process 
characterized by the progressive return to consciousness of 
past experiences, and particularly, the resurgence of unre¬ 
solved conflicts; simultaneously, and normally, these revived 
experiences and conflicts are surveyed and reintegrated. 3-36 

^ 2 J. 3irren, Psychology of Aging , p. 275* 

-33r. Kasteribaum, Mew Look at Old Age, p. 271. 

13**Movie, Ship of Fools : line spoken by Oskar Werner. 

^35j. Birren, Psychology of Aging , p. 286 . 

Kastenbaum, New Look at Old Age , p. 266. 


Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 



1 Kastenbaum goes even further to suggest that it may have a therapeutic 
effect; it may result in personality reorganization. He described it: 

In the course of the life review, the older person may 
reveal to his wife, children or other intimates, unknown 
qualities of his character and unstated actions of his past; 
in return he may be told unknown truths. Hidden themes of 
great vintage may emerge and change the quality of a lifelong 
relationship; revelations of the past may forge a new intimacy, 
render a deceit honest; they may sever peculiar bonds and free 
tongues; or, again, they may sculpture terrifying hatreds out 
of fluid, fitful antagonisms.^ 

With the exception of the last statement, Kastenbaum seems to 
place a high hope in the reconciling value of the life review. Whether 
such a profound experience results or whether reminiscing simply serves 
as a pleasant pastime, it would seem to be a common part of the life¬ 
style of older people and hence should be understood as part of the 
mental-emotional world they possess. 

As has been implied in discussing the life review and as one 
psychiatrist has suggested, the big question for many older people is 
not death, but "did I amount to anything? "^-38 Nevertheless, death is 
an experience for which many older persons must make preparation. 

In the past four or five years, the strong interest in thanatology has 
begun to greatly enlarge our understanding of the meaning of death 
and the dynamics of dying. 

Wolff, studying personality and death attitude among the aged 
found varied attitudes. There were the welcomers, the deniers, the 


Kastenbaum, A New Look at Old Age, p. 278. 

■^^Mansell Pattison, unpub. talk. School of Theology at 
Claremont, California, (February 1970). 


Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 


58 


\ resistors and the fearful, at least* Wolff concluded, "In every 
elderly person in our American civilization there is present in the 
t unconscious a concern about old age and a fear of death."^ 

On the other hand, Kastenbaum argues that fear of death is not 
; an instinct but something men learn when they learn to perceive of the 
world apart from themselves*"^ One study of 450 centenarians found: 

Although centenarians show a remarkable capacity to "enjoy the 
present" without anxiety for the future, they like life and wish 
to prolong it indefinitely* Belated to this interest in living , 
is an absence of fear of death or ary preoccupation with death* 

j This seems to blend in with the frequent finding that the very old tend 

i 142 

to reach a state of life resolution or serenity* 

If it is true that fear of death may not always be the 
traumatic thing it is popularly thought to be, it is also true that 
"the significance of death is often inappropriately minimized." 

Here again Carl Jung notes that popularly death is looked to with 
acceptance from only one of two perspectives: either life is seen 
as too wretched to continue, or we believe that life moves to an end 
purpose which death does not stop. "From the middle of life on¬ 
wards, only those remain alive who are ready to die along with 


139k. Wolff, "Personality Type and Beaction Toward Aging and 
Death," Geriatrics, (August, 1966), p* 189* 

lk°E. Kastenbaum, New Look at Old Age, p. 19. 

l4lBelle B. Beard, The Social Competence of Centenarians, 
(Atlanta: Univ. of Georgia Printing Department, 1967), pp. 53-54. 

^cf* "How Aged in Nursing Homes View Eying and Death," 
Geriatrics, Vol* XXV, No* 4, (1970), pp. 115-120. Also E. Cumming 
and W. Henry, Growing Old, "The Very Old," p. 201 ff* 

Kastenbaum, New Look at Old Age, p. 267* 
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Iif e .nl44 Again, “It is a well known fact that the highest summit of 
life is expressed by the symbolism of death, for creation beyond oneself 
means one’s own death. The coming generation is the end of the preced¬ 
ing one. "^5 Thus Jung pictures a very natural view of death—one 
which stands by marked contrast, it might be added, to the concept of 
death held by most of the medical community where death is looked upon 
as the arch-enemy and the one to be prevented by any means. Jung 
instead declared, "I am convinced that it is hygienic—if I may use the 
word—to discover in death a goal towards which I can strive, and that 
shrinking away from it is something unhealthy. To the psycho¬ 

therapist, an old man who cannot bid farewell to life appears as feeble 
and sickly as a young man who is unable to embrace it."-^ 

Two different writers suggest that death occurs by several 
stages. The chief stages in sequence are: l) social—when one is 
separated from meaningful social roles; 2) psychological—when one 
is no longer aware of others nor accessible to an affective relation¬ 
ship; 3) biological—occurs over some period of time as not all 
cells die at once. (This is important in the case of organ trans¬ 
plants, especially.)-^ 

^C. Jung, Psychological Reflections, p. 122. 

-^C. Jung, Psychological Reflections, p. 288. 

-^C. Jung, Psychological Reflections, p. 288. 

14 ?C. Jung, Psychological Reflections, p. 123. 

-k^J. Birren, Psychology of Aging , p. 282. Also in "Life and 
Death May Occur on Four Planes," Geriatric Focus . Vol. VI, No. 16, 
pp. 1-5. 
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% There are some steps through which persons facing imminent 

| death usually pass. Awareness of them is the result of careful study 

in recent years. Elizabeth Kuhler-Eoss outlines them briefly as 

I denial and isolation, anger, bargaining, depression-reactive depres- 

4 sion, depression-preparatory depression, acceptance, and death 
"> lii9 

j itself. During the dying process, many patients have time to 
ij undertake a life review and knit together their life meaning "to 
create an integration of life experiences that could be achieved at 

no other time."^° In fact, these are two of four major tasks a 

i; 

jj dying person has to face, according to Birren. In addition to drawing 

| his life meaning together and working through his own reaction to 

I his situation, there is his reaction to an upcoming separation from 

\ loved ones and friends (a grief before the fact) and his reaction to 
l 151 

l facing an unknown state ahead. Yet, as several authors have 
i pointed out, precisely at this time when he has many reactions to try 
and share in working them out is when friends and family are often 
remote and very reluctant to be honest or candid. 

When the final terminal decline occurs, it is not unusual 
for behavior not to reinforce previous behavior for rapid physical 

lii9 

E. Kuhler-Eoss, On Death and Dying, (New York: Macmillan 
and Co., 196?). Similar steps in the process are described in Majorie 
A. Crate, "New Functions in Adaptation to Chronic Illness," American 
Journal of Nursing, Vol. LXV, (October, 196£), pp. 72-76; and in G. L. 
Engel, "Grief and Grieving," American Journal of Nursing, Vol. LXTV, 
(September, 196U), pp. 93“98. 

■^E. Kastenbaum, New Look at Old Age , p. 69. 

^■J. Birren, Psychology of Aging, pp. 281-282. 
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$ 152 

§ changes in the system bring unforeseen reactions* On the other 

| hand, it has been found that the way in which persons accept death 

| when it comes is related to the way those around are responding. 

| Death is usually the conscious concern only near the point of demise. 

Persons in a stable setting tend to approach death with equanimity. 

| Persons in an unstable setting tend to be more anxious and unready.^ 

i The rapid growth in study of thanatology over the past four 

or five years promises to bring a great deal of further understanding 

to the process of dying and human response to it in the years ahead. 

j Here it should simply be noted that information is growing 

which in convalescent hospitals should prove to be of invaluable 

; assistance in helping patients to as full a preparation for and accep- 

t 

tance of the experience as possible. 

RELIGION MD THE OLDER PERSON 

The literature regarding religion and older adults is rather 
spotty in quality. Here and there systematic theological or social- 



Birren, Psychology of Aging, p. 286. 


Lieberman, " Social Setting Determines Attitude of Aged 
to Death," Geriatric Focus, Vol. VI, No. 16, p. 6. 


^In addition to the books mentioned, several other excellent 
studies have now appeared, including: Orville G. Bruin et al. The 
Dying Patient . (New York: Russell Sage Foundation, 1970); Leonard' 
Pearson ed.. Death and Dying: Current Issues , (Cleveland: Case Western 
University Press, 1969);B. G. Glaser and A. L. Strauss, Time for 
Dying. (Chicago: Aldine Publishing Co., 1968); B. C-. Glaser and A. L. 
Strauss, Awareness of Dying. (Chicago: Aldine Publishing Co., 1969); 
plus two new Journals, Omega , Vol. I, (1970), and Journal of Thana¬ 
tology, Vol I, No. 1, (January, 1971). 
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H psychological (or even more rarely—both) concepts have been used to 
I study the life of older persons. Such materiale as seem to have 
;] some insight and solid ring to it will be presented here. Onfortu- 
1 nately, a great deal of the literature on religion and older people, 
especially that emanating from denominational publishing houses, is 
trite and superficial in every respect. It reflects, it would seem, 
the lack of any in-depth understanding of older people by younger 
■■ persons in the hierarchy of religious writing. 

The study of religion and the institutionalized aged is 

£ 

virtually nil, so here, as elsewhere, most of what is presented 

l; 

will be gleaned from materials on religion and the older person in 
general. 

\ Having said thai^we turn immediately to one of the best 

j exceptions, a Ph. D. thesis, "Religion and Personal Adjustment in 

Old Age," which studied 219 persons in seven institutions in 

Minneapolis-St. Paul. Adjustment was defined as satisfaction with 

activities and status, general happiness and a feeling of useful- 

153 

ness. Church membership, religious activities and religious beliefs 
were compared to adjustment. In each category, matched samples of 
participants and non-participants were compared. The adjustment score 
of church members and non-members were virtually identical. A com¬ 
parison of former members and non-members was somewhat different, but 
not significantly so. Church membership, then, did not appear related 
to perso n al adjustment. A comparison of religious activity past and 

^3r. M. Gray and D. 0. Hoberg, The Church and the Older 
Person. (Grand Rapids: Wm. Eerdmans Publishing Co., 19^2), p. 50. 
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present with non-religious activity matched and compared for several 

factors showed the former with a consistently higher personal adjus t- 

I5h 

ment. Leadership in church activities also appeared related to 
good adjustment* Finally, religious beliefs held by persons tended 
to correlate with positive adjustment by contrast to non-believers* 

155 

adjustment scores* Since religious beliefs and religious acti¬ 
vities appear to benefit older adult life, we will examine the 
literature with regard to both of them. 

That beliefs are inevitably of importance in life is argued 
by Gordon Allport. 

The crux of mental health and of much physical health 
is found in the nature of the individual's beliefs: his 
minor beliefs about domestic and social situations in his 
immediate world, and major JjiejLiefs about the nature of the 
universe in which he lives. 5 

Hence, one acts on the basis of what he believes to be so. These are 
not always consciously religious beliefs, to be sure, unless one 
adopts Paul Tillich's definition of religion (cf. the parable on 
religion in the appendix). However, Allport allows that religious 
beliefs, to the extent that they are basic for a person, do determine 
his mental and physical health, for what one believes affects what 
one is* ' 


It is generally recognized that the functionality of religion 


M. Gray and D. 0. Moberg, The Church and the Older 

Person, p. 59* 

•^G. Allport, The-Individual and His Religion, (New York: 
Macmillan and Co., 1950), p. 97* 

1?7 

G. Allport, The Individual and His Religion, p. 79. 
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depends on the person. Moberg writes. 


VJhether religious teaching, projects and programs are 
functional or disfunctional for the older person depends 
largely upon the recipient, although the understanding or 
lack thereof with which these services are provided undoubtedly 
make a significant difference. 

Regar ding this latter point, we will defer comment to chapter IV. 

Assuming a positive functionality of religious belief, what 
are the particular areas of belief that should be meaningful to older 
persons? Two particular Biblical teachings in addition to the faith 
in immortality that we shall take up shortly are of specific import 
for older people. One is the basic respect and deference that should 
be given the elderly and which our society today does and does not 
practice. The ancient customs prescribed, "You must rise up in the 
presence of the hoary-bearded, and defer to the aged. . . ."-^59 
Again, Proverbs glorifies aging, "... for gray hairs are a glorious 
crown, which is won by a righteous life."-^ And yet again, Job 
associates age and wisdom as do some other Biblical statements, 'With 
the aged is wisdom, and with length of days is understanding. 

Our society (and our churches, to a lesser extent) tends to profess 
respect and dignity for the elderly but shows by fiscal expenditures 
and various muted expressions a stronger interest in youth and younger 
life. 


15%. 0 . Moberg, "Religion in the Later Years," The Dai.lv 
Needs and Interests of Older People, ed. A. K. Hoffman, p« 180. 

159ievlticus 19:32. I60p ro verbs 16:31. 

l6l Job 12:12. 
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A second Biblical teaching that undoubtedly has meant much 
to older persons is the idea of the personal presence and concern of 
God for His children. With particular reference to older "children," 
the Psalmist pleads: 

Do not cast me off in my age, when my strength fails, 

do not forsake ... yes, even to old age and gray hairs, 

do not forsake me, 0 God, so that I might tell of tlg^ 

mighty arm to all the generations that are to come. 

The reassurance of God’s concern is posed in Isaiah speaking for God, 

Listen to me, 0 house of Jacob ... whom I have carried 
... and to old age I am still the same, till you are gray¬ 
headed will I carry you; I have,borne, and I will bear you; 

I will carry, and I will save. ** 

The idea of aging as a natural process, a part of God's crea¬ 
tion and even of death as part of the whole experience throughout 
which love is never separated from one gives a sense of acceptance 
of the life process and especially of the inevitable decline of later 
life. Stressing the concept of God’s acceptance of us, Paul Maves 
writes: 


To the aging the church will say this: God loves you in 
spite of mistakes, failures, weaknesses, lack of status, or 
increasing debility. God loves you for yourself and not for 
what you may produce, the contributions you may make, or the 
recognition you may achieve 

In much the same line of thought and representing a broader 
segment of the religious spectrum, a background paper for the White 
House Conference on the Aging (1961) declared: "Most of all, religion 


•*•62Psalm 71:9 and 18. 

^63i S aiah ii6:3-ii<> ■ 

l6Up. Maves, "The Church and the Aging," brochure (Nash¬ 
ville: Methodist Publishing House, 1962), p. 11. 
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is concerned with older people as persons in their own rights, just as 
they are, with all their cares and joys and quirks and questions.” 
Speaking in a hopeful, if not a genuinely operational style, the paper 
declared, 

"Whatever needs the times and the culture and circumstances 
of his life disclose, the church will, to the best of its 
ability . . . see him through. It will help him to round out 
his lif e in happiness and usefulness to the full extent of 
his God-given potential. 


Granted that this is the hoped-for action and not often is it fully 
realized, it nonetheless reveals the conscious value religious faith 
and practice should serve. In the older person’s need for dignity, 
religious faith and teaching should be beneficial to both persons and 
the society. "Through its preaching, teaching and counselling, the 
church and synagogue build up the older person’s self respect and the 
respect of the congregation for him as a child of God."-^ The 
policy statement of the Religion section of the "White House Conference 
recorded: 

Religion’s concern with human dignity at every stage in the 
span of life derives from the fact that each individual is 
created in the image of God. As a consequence, religion 
seeks to build a living fellowship of believers in which the 
aging find and share the true benefits of being a part of the 
household of God. ' 

The living fellowship and the participation of older persons 


^■^•^Background Paper on Religion, "Religion Services to the 
Aged,” White House Conference on the Aged, 1961, pp. 3^-35. 

^^Background Paper on Religion, "Religious Services to the 
Aging," p. 35. 

1^7"Policy Statement," section on Religion, "White House 
Conference on Aging, p. 1. 
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| in it will be considered in a moment. For now, let ns continue to 

{ 

; look at the beliefs and teaching of religion as it benefits old age. 

! 

The 'White House Conference saw religion as pointing to the 

\ continued value of life in later years. Given the perspective of 

! 

i eternal life, "The years of old age are revealed as having an impor- 
j tance as great as those of flowering youth or a creative and respon- 

! i 

I sible maturity." w Moberg points out some psycho-dynamic values 
of religion in old age. Many persons* self images are, in part, their 
religious self-identity. Religion gives crisis strength. Different 

l 

j personality needs may be met by religion. Finally, perhaps most 

i 

i 

: significant, Moberg notes the psychic need for and presence of a 
j future orientation in old age. 

| Old Age, to be psychologically healthy, must have an 

i objective which lies in the future, since it cannot be placed 

i elsewhere. It is, in fact, a psychological necessity ... 

1 for healthy and happy old age to believe in and prepare for an 

afterlife. This orientation makes death a vlid goal for 
living. More than anything else, religion provides the satis¬ 
factions associated with such belief. °° 

Similar assumptions about the value of religion in facing 

death are made by others. A chaplain speaks of it: 

For death is not seen as defeat but passing from a partial 
relation with the divine to a complete relation in the here¬ 
after. 

In this concept the aged bear the feebleness of old age 
and loneliness, and anticipate their moment of departure. ™ 


-^Background Paper on Religion and Aging, White House 
Conference on Aging (l96l), p. l5o 

169d. 0. Moberg, "Religion in Old Age," Handbook of Aging and 
the Individual, ed., James Birren, p. 980-981. 

^9fS. C. Rodehurst, "The Clergyman’s approach to Death with a 
Terminal Illness," Adding Life to Years, Vol. XIV, Ho. 10, (October 
1967), p. 3. 
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A doctor, noting the antipathy in medicine toward death, 

suggests that in terminal cases death might well be seen as “the just 

viewable new-born infant being delivered and about to be handed to 

the Christ in the background—the pediatrician of the soul."^*^’ Or 

again, a columnist writes out of the trauma of the death of his spouse 

“Even now faith holds strong and sure* Over and above the dear, deep 

comfort of our family and friends is the joyous astounding certainty 

172 

that God’s love is stronger than death*" 

Not everyone finds such religious help, nor does religion 

always serve in such a healthful manner* Birren reminds us that 

religious belief in immortality can be used to deny the fact of 

death and, unchecked, can lead to depression when the person is 
173 

confronted* This is true of both those who are dying and those 
who are grieving. Yet it is the value of religion in such circum¬ 
stances to help persons get through, hopefully without too much crutch 
like denial. Consonant with Moberg’s earlier conclusions. Gray and 
Moberg noted that 

Fear of the future, especially of death, often torments 
the conscious or subconscious mind of the person who cannot 
but realize that he is nearing the grave. The comfort and 
hope imparted through religion can be a major source of 
alleviation of the dread* 


They may go on to recognize that help for such persons or others may 


^Walter Gower, "Birth Death and the Physician," p. 3. 
rac. Hamilton, Your Bewaring Years* p. 186 , 

17 3j* Birren, Psychology of Aging, p. 282. 


17k 

PP. 32-33. 


R. Gray and D. Moberg, The Church and the Older Person* 
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§ be no mean task for the church: 

% 

I Many persons carry with them a burden of guilt that sends 

| them prematurely to the grave. They sometimes have a sense 

| of failure and regret for not having attained goals set early 

f in life. The church has a significant task to perform ... 

| lifting the spiritual burdens of older persons. 

| For some persons it may be hard, if not impossible. Kastenbaum cites 

r* 

fi 

| the case of a sixty-nine-year-old women who became very discouraged. 


| expressing her anger in acts of self-punishment. She felt God’s 

1 176 

'j wrath over her past actions and her past ommissions. 

I* 

;• The benefit of religion in later days, especially given a 

£ 

l prior holding of its values, was noted at the White House Conference. 

| 

i In illness, trouble and infirmity, religion's ministers 

S’ offer strength, comfort and aid in many forms. It stands 

| with an individual at the moment of death, pointing ahead 

l in hope, just as it had offered to an individual’s life, over 
| his allotted span of years, a framework of meaning and values.'' 


Two different studies of personal adjustment and religion 

S 

! came to different conclusions. Moberg, as we have already noted, 

i 

| found that holding orthodox religious beliefs correlated signifi- 

| cantly with adjustment among institutionalized older adults. 

{ 

| On the other hand, using such topics as belief in afterlife, Ruth 

r 

j Albrecht (et al) found in "Prairie City," midwest town of about 5j000, 

; little relation between religious attitude and personal adjust- 

| 

V ' _ 

I Gray and D. Moberg, The Church and the Older Person, 

1 PP* 32-33. 

| WtR. Kastenbaum, Mew Look at Old Age, p. 273. 

] ^-^Background Paper on Religion and Aging, White House 

l Conference on Aging, (1961),. p. 2lu 

s t 78 

f D. 0* Moberg, "Aging and Life Adjustment," Handbook of Aging 

j and the Individual, p. 888. 

•i 
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| raent.^^ That more study is needed seems plain. Could it be that a 
:f balance of religious belief and practices (reinforcement?) correlates 

•'"ji 

: | with adjustment? 

I Religious practices, -while they may be considered as the most 

■' obvious indicator of at least one type of religious interest, have a 

i special twist when considering the institutionalized older person. 

• 'i 

;;j One must determine which practices should be most helpful to older 
persons and then consider the extent to which they would be able to 
:i be practiced as a patient. 

;j To begin with, four different specialists on older age refute 

ii the popular idea that people turn to religion in later life. A 

■\ medical doctor notes that religious attitudes and patterns of worship 

t seen to be much the same in earlier years and implies that religious 

professionals should retrench their far-ranging assumptions about the 

i fin 

religious needs of older people. Albrecht’s study of "Prairie 
| City" already cited found "no evidence of a large scale turning to 
religion as people grow older. Most people carry on the religious 
habits of their middle years.Likewise, another study saw satis¬ 
faction in religious activities related to earlier life interest in 
religion.One other researcher said essenti ally the same and 

Albrecht and R. Havighurst, Older People , p. 204. 

K. Covalt, "The Meaning of Religion to Older People," 
Geriatrics. Vol. XV, No. 9, (September, I960), p. 664. 

^■R. Albrecht, Older People , p. 203. 

~ U ^J. Birren (ed.). Handbook of Aging and the Individual , p. 323. 

f 
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added, Without doubt, research exposes the shortcomings of religion 
as an effective geriatric force. Nowhere does he show where 

research exposes that fact, however, other than the observance that 
there is no substantial increase of religious practice with age. If 
he means that religious faith cannot counter the varied effects of 
aging, there would seem no argument. If he means that religious 
practices do not alt-rays succeed in helping persons either compensate 
for or adjust to the handicaps, physical and social, of old age, 
this might be allowed. If he means, however, that religion has no 
credible role to play in terms of helping persons both in adjustment 
and in counteracting the difficulties of aging, then there would seem 
to be considerable evidence to the contrary, which we are at this 
moment in the midst of surveying. The mood of both Covalt and 3arron 
are clearly critical of religion and that abrasive questioning is 
seriously needed, for too little objective criticism has been and is 
being raised. 

The one exception to finding no increase of religious 
activity with age was a study of elderly Catholics, which found that 
women are more actively religious (as other studies have found 
also-^) and that there is a general increase among men and women of 
religious activity as persons grow older.-^-5 It may be that the 


L. Barron, The Aging American, p. 181. 
•^R. Albrecht, Older People , p. 204. 


-^chas. T. O’Reilly, "Religious Practice and Personal Adjust¬ 
ment of Older People," Sociology and Social Research. Vol. XIII, 
(November-December, 1957) , p. 121. ~ —— 
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‘I importance of attendance at Mass among Catholics accounts for this 

'5s 

$ 

pattern, 

■f As to the question of the meaning of church attendance, Scott 

in her well-known study of nursing home patients in Austin found 
| a high coincidence of correlation between church attendance and 
I adjustment and frequent participation in activities and adjustment, 

.] While those who attended church less than monthly and those who took 
vf part in one to four activities were divided about equally on high 

and low adjustment, eighty to eighty-three per cent of those who 

l! 

i attended church once a month or more and those who took part in five or 
:] more activities had a high level of adjustment, 1 A similar finding 

-i 

ii is reported in Birren, In that instance, frequency of attendance 

| at religious services correlated quite highly (,]*1 for men, ,36 for 
jj women) with total personality adjustment. It correlated second only 
to participation in groups or activities and personality score. On 

; the other hand, the correlation of religion in general and person- 

l 

! ality was well below a number of other correlations. The authors 

suggested interpretation seems "right on," "The low correlation of 

the two responses may mean the social interaction and sense of 

l8 7 

belonging is the meaningful part of religion for them," The same 
study found that while there was no surging increase in religious 
activity among persons in their thirties. The sustained level of 


l86p, Scott, "Factors in the Personal Adjustment of Insti¬ 
tutionalized and Non-institutionalized Aged," American Sociological 
Beview, (May 1955), p« 5k3* 

l8 7 

J, Birren (edo). Handbook of Aging and the Individual, 

pp, 887-888, 
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attendance in the sixties amid a decline in overall activities 

188 

suggests a continuing religious interest in these years. In fact, 
the authors of the study suggest that religious and political parti¬ 
cipation offer two chances for older adults to stay involved and 

189 

hence be attuned to the prevailing values of society. 

Specific religious acts to those who choose religious activity 
are helpful in a variety of ways. Edgar Jackson has noted -with re¬ 
ference to worship services, "Certain ritualized acts satisfy deep 
emotional needs, and in so doing may serve important therapeutic 


purposes. 


«190 


A well-known clinical chaplain suggests quite basically 


that the value of worship is to help one see his commonness with 

191 

others through common affirmations, prayers, hymns, etc. Particu¬ 
larly when there is the presence of persons of different ages, the 
sense of commonness with others, inside or outside an institution, 
should be valuable• 

Other religious acts that can be corporate or private include 
reading scripture, prayer and communion (and some other less fre¬ 
quently practiced rites in Catholicism). The careful sharing of 
scripture by a pastor with persons can deliberately focus on man's 
attempt to regain strength and to affirm God's loving, caring, and 


Birren (ed.). Handbook of Aging, etc., p. 323. 

10 <J. Birren (ed.). Handbook of Aging, etc., p. 323* 

1 ^°E. N. Jackson, The Pastor and His People , (Manhasett, New 
York: Channel Press, 1963), p• 180. 

191 £. Bruder, "The Mentally Ill,” Pastoral Care, ed. J. 
Richard Spanm, (New York: Abingdon Press, 1951), p. 185. 
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healing. Negative passages can serve to effect negative catharsis.-^2 
The self-chosen reading of scripture by persons may be very supportive 


and generally is a subjective "finding ■what one was wanting to hear." 

Prayer serves both as a transcendental tie of the person with 
others and as the verbalizing of an intrapsychic state. Schads 
affirms the former and suggests that prayer shared with a patient 
should consider his problems-^—something that will be stressed in 
Chapter IV. 

Dr. Karl Kerminger notes the therapeutic value of prayer and 
cites another specialist who suggests that (prayer) is a healthy 
psycho-therapeutic experience because it enables them (patients) 

"to verbalize certain conscious introspective reflections and half 

conscious wishes" in an intimacy that is uncommon in human relation- 

. . 194- 

ships. 


In thinking of participation in the church by older persons, 
there seem to be two basic awarenesses of activity conceived. First, 
older persons by their general participation can experience the 
fellowship of a congregation. Second, older persons can give their 
time to doing things for the church. The two are commonly seen as 
complimentary functions. 195 That the latter task can give persons a 


C. Schade, "A Ministry to the Mentally Ill in the Parish," 
The Church and Mental Health , ed. Paul Maves, p. 1?1. 

193 H. C. Schade, pp. 169-170 

3-94-k. Menninger, Love Against Hate. (New York: Harcourt, 3race 
and Co., 194-2), p. 201. 

-495p_. Albrecht, Older People, p. 207. 
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sense of satisfaction by meaningful activity is widely claimed and 
attested to in articles by churches about the aging. That church 
fellowship can serve several needs of older persons was found in a 
study of adjustment among aged churchgoers by Gray. Gray found that 
the church gave persons a chance to participate after other groups 
sometimes do not, thus offering continuing friendship and fellow¬ 
ship.-^ On this point Albrecht's study reports, "Older people are 
more welcome in the church than in most institutions for people of 
mixed ages. Of all community institutions, the religious ones have 
the best record of service to older people."3-97 The church offered 
comfort in adjusting to loss of a spouse as well as encouragement 
during crisis times. The fellowship of the church helped meet such 
needs as belonging, need to be useful and to be loved. ^98 That this 
should be true is noted in the concept of how the church is made up 
and of idiom. For instance, one denomination's leaflet on "The Church 
and the Aging" stated the inclusiveness: "We do not choose who shall 
be fellow members of the church ... we accept those whom God has 
given us. . . ."*'■99 Haves and Cedarleaf noted that for older persons 
there is a chance in church groups to find confidence in the brother- 

-98jtobert Gray, "Personal Adjustments of Older Persons in the 
Church," Sociology and Social Research. Vol. XLE, (January-February, 
1957), P. 178. 

-97r. Albrecht, Older People, p. 205. 

3-98R 0 bert Gray, "Personal Adjustments of Older Persons in the 
Church," p. 178. 

-99?anl Haves, The Church and the Aging. (Nashville: Methodist 
Board of Education), 1962, p. 10. 
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hood of man under the fatherhood of God. 200 vnaite House Conference 

noted the New Testament picture of respect for and active participation 

in the church by older men and women (cf. I Timothy 5:1-2; Titus 

2:2-4-). However, the Conference also was cognizant that participation 

is not always as available to older persons as it could be. 

Within the life of the congregation each older person 
should be treated as an individual. Each is entitled to 
responsible membership within the religious fellowship. Any 
attitude on the part of the congregation which hinders the 
exercise of this right must be regarded as a contradiction 
of religious teaching.201 

Robert Gray dealt with this problem in some depth in studying the 

problems of the elderly in churches.Some years ago a church 

leader existentially yet in a biting statement presented the plight 

of older religious activists, saying, 

. . . the bitterest of the grievances of aging is a spiritual 
one. It is the ultimate grievance of being deprived of the 
right to participate as a member of the "beloved community" 
in the divine plan of redemption for this world and the world 

to come.203 

The comment could have meant a practiced exclusion by the church or 


200p at j_ leaves and J. Cedarleaf, Older Persons and the Church. 

p. 76. 


201p o iicy Statement, Religion Section, White House Conference 
on Aging (1961), p. 2. 

202n ra y found a number of causes for older persons not taking 
a more active part in the church, including: feeling "pushed out," 
unable to financially support, unable to dress well enough, unhappy 
with changes, etc. The Church and the Older Person . Chapter 7, 
"Problems of the Older Person in the Church." 

2°3Background Paper on Religion and Aging, White House Con¬ 
ference on Aging (1961). Quoted by Canon S. B. Fergerson from Old 
Age in the Modem World , p. 20. 
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the exclusion resultant from isolation by decrepitude or institu¬ 
tionalization. Finally, the White House Conference urged a breadth 
in opportunity for ministry to older persons: "In brief, we see many 
ways in which religion can strengthen the older person’s awareness 
of fellowship in a congregation and can deepen the spiritual growth 
of the aging."It would seem that the need for churches to 
provide ample and varied opportunity for older persons to participate 
is recognized, though the extent to which this is accomplished seems 
open to question. 

One fora of participation uniformly seen as valuable and 

indeed essential to shut-ins and the institutionalized is the pastoral 

relation with older people and their families. One counselor, 

speaking of pastoral relations with members in general (assumedly 

including the elderly) sees a powerful bond developing where a vital 

religious faith is present. It is a bond from which healing can come 

205 

for the whole power of Christianity is potentially available. 

Ernst Bruder, the noted chaplain, sees a deep value in the pastor's 

visit to the patient for the patient feels less ostracized and has 

206 

his self-esteem improved. Still another writer has noted the value 
of the pastor in being a listening post and liason between the patient 


^^Background paper on Religion and Aging, White House Con¬ 
ference, p. 18. 

205 

D. E. Roberts, "Concluding Reflections, " The Churcb and 
Mental Health, ed. Paul B. Maves, (New York: Scribner. 1953). 
p. 27k. 

206 E. E. Bruder, "A Ministry to the Mentally Ill in the Hospi¬ 
tal," The Church and Mental Health, ed. Paul Maves, p. 189. 
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;VS 

i| In summary, it seems generally felt that religion may have a 

;i £, i 

I very significant meaning and value to older persons, this in spite of 
if uncertainty as to the meaning of religious practices among the elderly. 
| The value of the church institutionally would seem to be in a sharing 

\i of fellowship either by older perons playing an active part in its 

■i 

H affairs or by the church reaching out to older persons via the 
% minister or other means. The continuation of religious practices 

If by persons confined would seem to be helpful reinforcement, partic- 

; j 

d ularly to those for whom religion has been active over the years. 

The church appears to be the institution toward which persons most 
often turn for activity in later years.208 If the value of such 
participation lies chiefly in the activity process itself, it may be 
an open question as to whether church groups will continue to be the 
\ chief source of participation as more senior citizens’ groups are 
developed. 

Of the institutionalized aged, it is clear that the kinds of 
religious activities which will be possible will vary, depending upon 
the patient and his situation. Therefore, it seems reasonable to 
suppose that at least a part of the patient’s religious activities 


C. Schade, "A Ministry to the Mentally HI in the 
Parish,” p. 1?1. 

2®^cf. Irving L. Webber, "The Organized Social Life of the 
Retired," American Journal of Sociology. Vol. LTX, (January, 195*0, 
pp. 3**-0-j&6. Also P. B. Haves and J. L. Cedarleaf, "The Christian 
Religious Education of Older People," (Federal Council of Churches 
of Christ in America, 1950). 
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would be undertaken within the institution and that a group of either 
patients, patients and staff, or patients, staff and families would 
constitute the congregation* 

That such a congregation would need to be ecumenical seems 
nearly inevitable, and it might well be that such on-going ecumenical 
"congregations" could call attention to the functional unity of the 
church* That such a life-style for a congregation of institution¬ 
alized older people should develop seems reasonable, yet no worship 
material, program aids, church school literature or organizational 
guidelines for such specialized congregations have been issued from 
any press, denominational or otherwise, known to this writer* Appro¬ 
priate services of remembrance upon the passing of a fellow patient 
or services of concern for an ill friend or services of thanks on a 
birthday or on other appropriate occasions might well be the work of 
an institutional congregation* To such matters we shall give more 
thought in Chapter IV. 

One other area covered by the literature will be presented at 
the close of Chapter III where the findings of the patients’ re¬ 
sponses to the Life Satisfaction Index of Havighurst (et al) will be 
related to other populations of older people that have been studied 
using the Life Satisfaction Index. 
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i 

INDIVIDUAL PATIENT PROFILES j 


SAMPLE SUMMAHT 

Case Study No* 1—an 89-year-old male amputee of French background* 
Lacking ary family and with only one friend who sometimes cones 
to visit, the patient has gone through a 5/2 year period of 
resigned depression* The one asset he feels is that he is not 
bedfast* 

Case Study No* 2—an 89-year-old widow entered the hospital eleven 
months ago to recuperate from a stroke* A son and a long-time 
neighbor come to see her often* She regrets giving up her long¬ 
time home yet she enjoys new social activities in the hospital* 

Case Study No* 3—an 8l-year-old long-time widow came into the hospital 
'i over two years ago with high blood pressure. Her family contact 

| is as regular as ever since her daughter-in-law works in the 

I hospital. Always having only modest means, she seems very happy 

| with the clean and adequate facilities of the hospital. 

f Case Study No. it—the 68-year-old widow of an army doctor came to the 
| hospital about eight months ago recuperating from several problems 

| including gall bladder, heart trouble and arthritis* Socially 

, aloof from the patients, Mrs* S. is nonetheless pleased with her 

I health progress and feels much better than she did. 

i 

i Case Study No. 5—a 77-year-old widow came to the hospital five years 
; ago but had a serious health problem three years ago following 

I surgery. Now well recovered, she is active, out and around doing 

j things she is still ambivalent about being satisfied with her 

j situation. 

: Case Study No. 6—an 89-year-cld college teacher whose health crisis 

has been a steady diminishment of strength and ability over 3-L 
years came to the hospital fourteen months ago to convalesce from 
a broken hip. Internally organized, he has continued with a daily 
routine in spite of failing health. His days are over, he feels. 

Case Study No. 7—a 78-year-old former trainman for the Sante Fe Rail¬ 
road came to the hospital 3 months ago to recuperate after cobalt 
treatments and surgery for cancer of the colon. Amazed that he 
has had no pain to speak of through a lengthy ordeal, he was con¬ 
cerned that he was now in a physical decline of strength. He was 

80 
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outgoing and social, however. 

Case Study No. 8—an 85 -year-old maiden lady retired from long-time 
work in Los Angeles. She came to the hospital about four months 
ago for "nerves." Depressed, yet hypercritical of everything, 
she has remained aloof from the patients. Her brother and wife are 
a continuing tie in the area. 

Case Study No. 9—an 8^-year-old widow came to the hospital thirteen 
months ago to recover from an auto accident. Now much recovered 
her doctor will still hot permit her to live alone in her trailer. 

A niece cannot take her in, so she faces staying in the hospital, 
which she dislikes. Though there are activities she enjoys, she 
is not inclined to accept the hospital stay well. 

Case Study No. 10—a 79-year-old housewife who has been in and out of 
the hospital for the past two and a half years, Mrs. V. now has 
only an asthmatic condition. Daily visits by her active husband 
and much mail from her family bade East as well as a busy activity 
within the hospital fill her days though she still is not satis¬ 
fied with being there. 

Case Study No. 11—an 83-year-old widow with Parkinson’s disease came 
into the hospital about two years ago. A retiring dependent pat¬ 
tern of living was amplified by the setting. An only daug h ter 
comes regularly and Mhs. J. professes high satisfaction. However, 
the Life Satisfaction Index was just the opposite and the impres¬ 
sion is one of depression. 

Case Study No. 12—a 70-year-old widow with a gall bladd e r condition, 
an admission a year ago has had. no further trouble. At first very 
unhappy with being there, she has come to see her "role" as a daily 
Christian visit to each room. Very dominating in personality, she 
controls one roommate and alienates the other. 
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CASE STUDY NO. 1 


Two interviews about a week apart were held with the patient, 
fie was sitting in his wheelchair in the hallway but suggested that we 
visit in his roan the first time. The patient was resting on his bed 
the second time, so he sat on the edge of his bed as we visited. Joe 
N. is an 89-year-old bachelor of French background. He has been in 
the present hospital 5f years, since his left leg was amputated follow¬ 
ing a light stroke. He was very cooperative and had been chosen by 
the charge nurse for interviewing because "he's one of the most con¬ 
tented people." He is alert, has a sense of humor and is undoubtedly 
an ideal patient from a nursing view point. His affect is somewhat 
flat. He appears to be in a mild state of depression to which we 
shall refer shortly. 

OPENING SUMMARY: 

The traumatic disruption of a life style by a stroke and leg 
amputation along with a general weakening of the senses can cause 
thorough discouragement. When the person involved is a life-long 
bachelor with no family who has outlived his close friends, the out¬ 
look on life is grim. With religion a dormant factor and the only 
activities the patient has enjoyed now eliminated, the only positive 
response the patient can muster is appreciation for the care given 
and a resigned stoicism toward life—watching what goes on around 
him. The general depression detected is confirmed by responses to a 
closing Life Satisfaction Index which revealed a uniform lack of past, 
present and future satisfaction. 
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PHYSICAL CONDITION: 

Following a stroke in 1964, the patient’s left leg was ampu¬ 
tated just below the hip. He reported that he was supposed to die in 
two weeks when he came to the hospital but they got him in time. The 
recovery was slow but uncomplicated. He rejected the possibility of 
an artificial limb since he could not handle it himself and since it 
would not result in his returning to live in his trailer. Regarding 
his amputation, Joe said, "when I saw my leg gone, I gave up every¬ 
thing." I said, "No more fishing." "Yeah, I fished all my life." 

"I first thought I’d be a cripple . . . and I got used to it. (Pause) 
It takes time (to get used to)." "Persons with only one leg or one 
hand, . . . they can’t do nothing." At another point he commented, 

"The sick expect everything, but that don’t work. If you don’t help 
yourself, you’re gone." He walks some each day with crutches to keep 
his leg from getting stiff, but does not overdo because he does not 
want to become bedfast. "I’d rather be dead than be on my back.” 

A source of limi tation to the patient is the way older 
people’s strength—his own and others^—is gone. They cannot see well— 
his eyes water if he tries to read very long at all or watch TV more 
than a few minutes. They cannot hear well—he has to hear a voice 
clearly and distinctly to understand it. They cannot speak well enough 
to be heard by each other, which interferes with their relating to each 
other as we will see presently. 

In addition, the medical diagnosis listed "general arterio¬ 
sclerosis." There was no evidence of this in two interviews unless 
it could be in the slightly slow manner of response of the patient. 
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| SOCIAL HISTORY: 

| Bom the middle of eight children in France, Joe grew up in 

| difficult times for his father died when he was 13 and the youngest 
'j sister was yet to be bom. He chose later not to marry because of the 
hardship and suffering his father’s untimely death had caused his 
i family. He, one brother and sister emigrated to the United States 
when Joe was 20. He worked in Northern California and in Montana 
before coming to Southern California in 1937 to join his brother in 
starting a chicken ranch. They worked at that until they both got 
sick. The brother died, the ranch was sold and Joe worked in the 
Pomona area until his stroke in 196^. 

He remarked that over the years he has had quite a few friends, 
but they are all dead. One dose friend is in the Los Angeles County 
Hospital at present and another is a patient in a near-by convalescent 
hospital. Described by the nurse as outgoing and very friendly, he 
nevertheless had never joined any dubs or organizations over the 
years. They had to work hard and did not feel like going places at 
the end of the day, he reported. 

He quit the church when young. He felt that if a person was 
married and had a family he had to go to church. He needed it. The 
only time he has gone to church was to be a pall bearer for friends 1 
funerals. 

CURRENT SITUATION AND ATTITUDE: 

Joe kept in touch with his relatives in France until about 20 
years ago but has not written since then. After the years pass, he 
said, "it doesn’t count to write." His sister in this country evi- 
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dently passed away some years ago. He has no family. Perhaps with a 
hint of regret—after commenting that when you are old, everything 
works against you—he went on, "Old people, their kids come, take them 
out; they're happy." The unspoken fact, of course, was that no one 
takes Joe out. 

One elderly friend comes to see him once in a while (the nurse 
had marked "seldom"). So far as new friendships go he remarked that he 
knows everyone in the hospital but he has no close friends. Part of 
the reason for this is the physical problem of hearing and being heard. 
I asked if the patients visit when they play bingo. "No, we don't talk 
with each other . . . with the old people ... we can't understand 
each other. We say 'what?*, 'what?* That makes me nervous worse than 
anything else. But you know, we take that 'cause you can't improve 
that with machines." 

He gets tired talking to other people. He does not enjoy 
visiting like before (he came to the hospital). 

The attitude regarding the hospital and the care received is 
very positive. While mentioning that no one likes to stay in a 
hospital, he added that there was no choice for him. They took good 
care, even give him a kiss and try to make him feel good. 

Maintaining that nothing in the hospital routine bothers him 
(He later mentioned a minor thing or two), Joe also claimed initially 
there was nothing about being there that he enjoyed. Later, however, 
he mentioned that he enjoyed the bingo games. He used to enjoy crafts 
until it made him nervous. He enjoys looking at the young nurses. He 
used to enjoy a bit of wine or whiskey but it did not agree with his 
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medication, so it was cut out. "The only thing I got left is cigar¬ 
ettes." He can still enjoy a smoke. 

The few small pleasures mentioned, however, fail to offset the 
sense of hopelessness that has resulted in Joe’s chronic state of 
depression. Asked how being in the hospital has affected his outlook 
on life, he said, "You don’t care for nothing no more. It takes all 
your pep." In this condition, the emotions are dulled, few feelings, 
good or bad, register. 

He suggested that he felt the same as when he was in his 
trailer, yet other comments suggested that he had enjoyed the freedom 
of his trailer. "I’m happy, too—don't make any difference what 
happens to me, I’m happy." Yet the general affect was not a happy 
carefree soul, but a resigned, thinly veiled depression. 

To discover the wide variance between the patient’s attitude 
and the charge nurse’s perception of him was surprising and suggests 
the degree to which one’s particular relationship with a person affects 
the understanding one has of him. The nurse, in selecting him to be 
interviewed, had remarked that he was highly contented. "What became 
clear, instead, was that he was chronically depressed. 

Responding in terms of the times of discouragement and stress 
he has felt, Joe cited when he first came in. He lay in bed all the 
time and was so lonesome. "When I started to move around, I felt much 
better. That way you see there are some left, otherwise you think 
everyone's dead." While he lay in bed, he felt he was ready to die, he 
was no good for anything. Over the years, lots of times he has wanted 
to take something. "When you get old, everything works against you. 
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[i You’re no good no more. The Bible says any tree that doesn’t bear 

■'3 

fruit is cut down." I’m what you call it—dead. I’m worthless to do 
4 anything. Even to talk, I’m worthless—half the time I don't know what 
I'm saying." 

MISCELLANEOUS INSIGHTS: 

Over the years the things the patient enjoyed most deeply were 
fishing and hunting, especially fishing. This has been entirely impos¬ 
sible since his illness. 

;■ The one wall between some satisfaction and total despair for 

i Joe yet is his ability to be up and around. To be a bedfast invalid 
would be the final blow. He can get Tip the steps to the doctor's on 

'3 

his crutches and can go outside the hospital to the drug store next 
door in his wheelchair. 

The future does not frighten Joe. As he put it: "Life is 
getting shorter, so you are happier. You not got long to suffer. 

You feel better." (Does the end of life stand as an end to suffering 
then?) "Well, sure." Yet the attitude toward tomorrow is not one of 
great interest. I inquired as to whether he’d like to receive a 
summary of the finished study. He showed little interest ostensibly 
because he could not read very much. Told it would only be two or 
three pages long, he was not sure. 

As a check to the general mood detected in the interviews, 
the Life Satisfaction Index (A) of Dr. Robert Havighurst, University 
of Chicago, was administered at the conclusion of the second interview. 
Of twenty statements designed to test one's feelings of satisfaction 
with life, past, present or future (anticipated), Joe responded on 11 
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statements in a way that indicated less than satisfaction. Nine of 
the 11 reflected dissatisfaction with life as seen through the partic¬ 
ular statement, while two were undecided. In analyzing the responses 
by reference to past, present, or future, it was dear that Joe felt 
satisfied with the past (all 6 statements he indicated positive satis¬ 
faction), less so with the present (in 7 of 12 present statements he 
indicated feelings of dissatisfaction) and with the future, no satis¬ 
faction (2 of 2 future oriented statements he felt dissatisfied with). 
For a person to be substantially dissatisfied with the present and 
without hope for the future could certainly suggest depression as a 
state of mind. 

CONCLUSION: 

In two half-hour interviews with an 89-year-old bachelor 
amputee, it was learned that hospital care can be excellent and a 
person still feel that life is over with. The frustration of failing 
health can make meaningful communication between older people much 
harder. The patient came from a large widowed family in France and 
avoided the danger of such suffering after him by never marrying. 
Having outlived his friends and lacking any family, he faces his final 
days with a convalescent hospital, its patients and staff, his only 
world. The state of mind of the patient is that of a resigned 
depression. 
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CASE STUDY NO. 2 

The patient was interviewed on two occasions. The first after¬ 
noon she was in the room of another patient, visiting with her and both 
ladies were interviewed. On the second afternoon, about a week later, 
she was sitting in her room and claimed to feel poorly (she coughed 
heavily several times) besides disclaiming anything further to tell me. 
After visiting several minutes about her feeling badly and not being as 
strong as she used to be, the patient inquired as to what other matters 
I had wanted to ask about and the interview proceeded. The patient did 
not feel as well on the second occasion as on the first. Yet the basic 
hesitancy seemed to be an uncertainty or suspicion as to what I was 
after. The patient with whom Mrs. G. had been visiting at the time of 
the first interview was even more resistant to the point of nervous 
reaction and was finally omitted from the study. It would seem that 
Mrs. G. had been made anxious by the anxieties of her friend. 

Mrs. G., an 89-year-old widow had entered the hospital from the 
community hospital approximately 11 months ago to recuperate from a 
stroke. The patient was dressed and about the hospital daily, a some¬ 
what slow to respond but fully cognizant patient. Her voice and mood 
were that of mild despondency, especially at the time of the second 
interview. Her affect was appropriate but a bit shallow. 

OPENING SUMMARY: 

The patient has convalesced rather fully from a stroke suffered 
one year ago and other than a chest cold at the time of the interviews 
felt able to return to her home, a feeling not shared by her doctor. 
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| She has had a life of hard -work on a truck farm, characterized by self- 

I 

% reliance -with few social activities or involvement. Religion has been 

si 

| a dormant though positively held aspect of her life. The continuing 

f 

| relationship with her son and to a lesser extent with his grandchildren 

| constitute a continuing tie with the community. With one close long- 

•f time friend who visits her and acquaintance with a number of fellow 

UJ 

t.O. 

!f patients, 2 v Irs. G. seems content in social relations. The final relin- 

1 

ij quishing of independence that will be signified in giving up her home 

| poses a large problem for her. The hospital is appealing to her. 

jj 

| However, the thought of becoming a burden bothers her and the partial 

vj 

| cost of hospitalization borne by her son concerns her. The decreasing 

ii 

•| satisfaction with life she feels in these years is reflected in her 
1 score on the Life Satisfaction Index. 

g 

I PHYSICAL CONDITION: 

\ The patient had a stroke a year ago and spent two weeks in the 

i 

| community hospital before entering the convalescent hospital. Seem- 

i 

i ingly fully recovered from the stroke, she nevertheless has been 

informed by her doctor that she cannot live alone at home. The medical 
I diagnosis in addition to the stroke referred to suggests "cerebral and 

i 

I 

general arteriosclerosis plus emphysema, pulmonary, sinus rhythm and 
cardioraega2y. n The patient*s acceptance of these limitations is 
reluctant and half-hearted. She still speaks in terms of returning to 
her home to live, though she has not been able to find anyone to live 
with her. 

Other than the general infirmity of these conditions (die gets 
\ dizzy bending over to pick up any thing or to work), Mrs. G. complained 


$ 
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only of a chest cold that she had caught in the past few days. She has 

i 

"one ear she doesn't hear too well in," hut a hearing aid corrects that, 
she says. 

SOCIAL HISTORY: 

Raised in the midwest (Chicago), Mrs. G. with her husband and 
family moved to a farm in Pomona in 191^. “We moved out there when it 
was all open spaces. We had 380 acres of walnut trees; dug it out and 

! 

put it to garden." They truck farmed the 380 acres for a number of 
years while rearing two children, a daughter and a son. Later the 
school district bought the farm and they kept the house and yard. She 
reported that her husband died 13 years ago. 

The life she pictured sounded like a fairly work-filled soli¬ 
tary life. There were no social groups, clnb nor church affairs and 

few neighbors nearby. There was one close neighbor they played cards j 

* 

with each week. j 

For eight years in later life, Mrs. G. enjoyed working as a 
cook at Pomona College and was proud of the good reputation their din¬ 
ing hall had. 

Religion was something she had good intentions about but did 
not attend services or actively pursue. "I always wanted to go to 
church; I had a Bible; but it was too far to go and too early to get 
around. I'd of had to go by taxi. So I never got up gumption to go." 

Her son reports: "She would like you to think she is religious and 
wants a preacher to speak at her funeral but she never made much effort 
to attend services." Religion to Mrs. G. is closely tied to worship 
attendance. She is of Lutheran background and says she signed up as a 
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'| member at the church nearest her home though she never got to go. 

| CURRENT SITUATION AND ATTITUDE: 

Mrs. 0. has a daughter in Reno, Nevada, and a son in Claremont, 

[j California. The son stops by every day and takes her home on Sunday. 

A recent Sunday that he and his family were gone was the first Sunday 
she had not gone out since entering the hospital, she reported. Her 
son helps handle her affairs and pays part of her hospital bill. 

In addition, one grandson and granddaughter live in the area and 
take her to their home on occasion though they have not recently, due 
to illness. Though limited in corresponding as a result of the stroke, 
"Semetimes I can write pretty good and again I’ll have an off day." she 
corresponds with some relatives. She is trying to persuade a niece in 
Washington, D.C., to come and live with her. 

Of her friendships, she has one long-time neighbor who comes 
to see her. She visits with a number of the patients in the hospital 
and considers some of them "pretty good friends." 

For Mrs. G., the problem with living in the hospital is not the 
hospital. It is the home outside that has been home for 56 years. Her 
ambivalance about possibly staying in the hospital is a clear problem. 
The hospital is a good place; "It’s a wonderful place—I’ve enjoyed it 
here," but she says, "(it’s a) nice home if you have no other home." 

Her reluctance to give up her heme is seen: "I have my home; could sell 
it, I guess. But I hate to." On the other hand, "When I go heme now it 
kind of seems dreary (being alone there? nod of head). My son takes me 
home, I go over there. It’s fumy, I can’t stoop to work—I fall on my 
head (chuckle). (Pause) Ny working days are over." Both the charge 
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nurse and her son see this issue as the major stress she has gone 
through since being in the hospital. 

With no criticism of the hospital, "we can't help but feel 
satisfied," Mrs. G. commented on the different activities she enjoys: 
Bingo, crafts, the monthly birthday parties, the Sunday services. 
Especially she enjoys the crafts; there she can make something. The 
nurse feels that Mrs. G. might enjoy keeping some potted plants out¬ 
side. She feeds the birds in the patio each day now. 

The nurse and son responded differently as to whether Mrs. G. 
worries about the possibility of an illness that could go on and on or 
about pain that could continue on and on. The son saw no evidence of 
it; the nurse felt she may worry about these things. No direct indi¬ 
cation was given in the interview. In a reference to dying, Mrs. G. 
said, "I've always been healthy and I don't feel run down now. No 
t el l ing how long I might live." It would seem that the thought of 
sickness and pain do not bother her. 

However, the thought of becoming a burden or perhaps an invalid 
does concern her, agreed the son and the nurse. The son noted that the 
thing she has prided herself on has been doing all she is capable of 
doing, keeping up her house and yard. Again, there was no direct 
indication about this in the interviews, but Mrs. G. commented that she 
was too old for everything—not the same as she used to be. living in 
the hospital, she felt, a person gets stiff and weary, so she gets out 
and walks a ways every day. 

The patient does not worry about dying. She does not think 
about it. She may worry some about finances, for she commented that 
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her son pays part of her hospitalization, about $ 50.00 a month, "and 
that 1 s a lot. They both work, but to get ahead (implication being the 
financial burden to them of paying part of her bill)." 

Mrs. G. had enjoyed auto trips over the years, first with her 
husband and later with her son and his family. She mentioned a number 
of places they had traveled and seen. 

IgSCELLAHEOUS INSIGHTS: 

One would expect a degree of dissatisfaction with the present, 
and possibly the future, from the tone of the interviews. The Life 
Satisfaction Index showed satisfaction registered on only 12 of 20 
statements. She felt dissatisfied on 5 statements and uncertain on 
three. Analyzing the responses with reference to time, Mrs, G, felt 
satisfied with the past (only 1 underlain response), somewhat dissat¬ 
isfied with the present (3 dissatisfied marks and 2 uncertain ones out 
of 12 statements), and dissatisfied with the expected future (2 out of 
2 statements). Whether some of this dissatisfaction will disappear 
when the struggle with the house is over remains to be seen. The 
observed ©notional attitude and the LSI score are in agreement. 
CONCESSION: 

An 89-year-old widow, in overall good health with only a 
general de cline of strength who has long prided herself on being able 
to take care of herself, is having difficulty accepting permanent hos¬ 
pitalization. Adjusting well to the hospital regimen, she enjoys the 
different activities and visiting with some of the patients. Yet she 
does not want to give up her home but would like to find someone to 
live with her. The undecidedness of the issue continuing for nearly a 


Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 




year now has resulted in a light continuing state of depression 
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CASE STUDY NO. 3 


fj The patient was interviewed on two occasions about a week 

j apart. The first tome she was sitting in the hall in front of her 
room visiting with another patient but volunteered to go to her room 
for the interview. The second time she was just getting up from rest- 
i ing so we visited while she sat on her bed. The patient on both 
occasions gave the appearance of total relaxation and at-home-ness. 

Mrs. H., an 81-year-old widow, has been in the hospital two 
years and three months since she became ill with blood pressure prob¬ 
lems. She is dressed and out about the hospital daily, a quite active 
and alert person with a cheerful disposition. The patient was very 
cooperative and highly satisfied with the hospital. 

f. 

OPENING SUMMARY: 

A lower income widow having worked all her life and having 
lived on limited means while raising five children now enjoys the 
cleanliness, convenience, and activity of the convalescent hospital. 
Having a blood pressure condition that is watched regularly, she feels 
no isolation from her family as her daughter-in-law works in the hos¬ 
pital. Busy, outgoing and active, Mrs. H. seems fully acclimated to 
hospital life and, other than feeling sorry for the conditions of some 
patients she sees, is very pleased with her present life. A high 
degree of life satisfaction was found on the Index. 

PHYSICAL HISTORY: 

The patient had been living for some time with her son and 
family but developed unstable blood pressure which necessitated closer 
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watching than the family, being gone all day, could give, A short 
period in a board and care facility was not very pleasant, so Mrs, H. 
came into the hospital. When she came into the hospital, "the problem 
was real bad," but now it is pretty steady. The medical diag n oses 
suggest hypertensive heart disease and arteriosclerotic heart disease. 
On a recent visit from the doctor, she was told she was doing very well 
indeed. The blood pressure is checked daily as a precaution. When the 
blood pressure is high, she is uncomfortable and cannot get around and 
do thing s she would like to do—but that’s very infrequently. Other 
than a minor allergy that from time to time causes her eyes to water, 
the patient's health causes her little concern. 

SOCIAL HISTORY: 

Raised in South Carolina, one of eight children, she quit 
school very early to go to work and help earn some money. Consequently 
she can read very little and writes only her name. She married and had 
one (or two?) sons from that marriage. Later she evidently remarried 
and lived in a small mining town where her husband worked until his 
previous marriage, stationed with the navy in Los Angeles, persuaded 
Mrs. H. and the children to come West after her husband's death. 

Having lived 36 years in this area, Mrs. H. has seen her children all 
grow up and marry. Through skimpy circumstances the oldest son helped 
all he could financially and with raising the younger children, and 
they got by. 

Over the years Mrs. H. reports she had a lot of friends, mostly 
made in the Salvation Army serving groups she joined in two churches. 
However, she has not kept in touch with more than one or two and only 
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then a card at Christmas. 

The church has been her major social group and activity, but in 
Pomona she has not joined it for reasons we will get to shortly. 

Coming from a small town to a big city like Inglewood posed quite an 
adjustment. Mrs. H. feels a large part of that adjustment came because 
"the next Sunday after I got into town, I started into church. They 
were so nice to me," 

CURRENT SITUATION AND ATTITUDES: 

Because of her uncertain blood pressure, Mrs. H. is not able to 
be with her different children as much as she would like. Her daughter 
in Long Beach is a nurse but two days were all Mrs. H. could spend 
there last year. Though she no longer lives with her son and family, 
she sees them as frequently as ever because his wife works in this 
hospital. He and his wife take care of her affairs and get her just 
any little thing she needs; all she has to do is ask. She sees the 
other children and hears from them though not as often as she would 
like, "but I’ve grown wise; they have their families and lives to live" 
she adds. She still hears occasionally from a son (first marriage?) in 
Australia though the many years' separation has dimmed the relation¬ 
ship. 

Mrs. H. does not keep in touch with friends in former places. 
Since she does not write, they do not write, either. She "doesn't know 
too many in Pomona at all." However, here in the hospital she likes to 
make friends with patients and staff. She feels that she has quite a 
few friends here. She feels especially dose to three ladies (roommate 
and two she eats with) and talks with then regularly. They do not dis- 
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cuss personal problems bat share different things that are happening— 
"looking for a little something to laugh about and brighten the day, 
don't you know." 

Faced with coming into the hospital, she did not like the idea 
but she could not live alone. After she got here and got acquainted, 
it was so nice. Now she feels "it's the nicest thing that could happen 
to you if you don't have no place else to go. Bellflower (the board 
and care facility she was in for a short time) ain't nothing in compar¬ 
ison. The food is good and it’s so clean here and they care about you." 

The only side of hospital life that sometimes bothers her is 
seeing the way some of the patients are, especially when she is com¬ 
paratively able. Also, she gets unhappy with those who dislike the 
hospital so much. 

Mrs. H. takes a regular part in the different activities in 
the hospital. She is pleased with the things she can make in crafts. 
She started covering coat hangers last year and "must have made hun¬ 
dreds of then ty now." She gives then away to different ones. "I got 
kind of tired of it, but different ones ask, so I work till I get tired 
and then stop for a while." 

The only mental stress she experiences, the charge nurse sug¬ 
gested, is when there is conflict among her children. Mrs. H. 
commented that the children have manor problems and came asking her to 
pray about it for then. 

Religion is a very important part of her life. Praying is the 
heart of religion and something she can do as well or better now than 
ever. Mrs. H. "prays for her folks and everyone here (in the hospital) 
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every night." She prays for special friends in need by name. It is a 
long-time habit. When she lost her husband, she "seemed to get closer 
(to God), took time to pray more. And, it’s turned out all right." 

The fellowship of the Salvation Army and their sewing class in two 
congregations she was part of meant a lot. She has not attempted to 
join the local congregation as was noted above. But she attends ser¬ 
vices "every Sunday here; never miss unless I'm down and just can't get 
up to go. They say they like me for the singing—I sing louder than 
all the rest." She has become the singing leader. 

Both the charge nurse and Mrs. H.'s son concurred that she 
worries over being forgotten by people, even family and friends. Her 
desire to see and hear from her family more supports this. Not being 
able to write and not being able to afford to telephone, Mrs. H. may 
well feel cut off. Again, the nurse and son indicated that thought of 
being a burden or an invalid sometimes concerns the patient. Mrs. H. 
commented that seeing the way some of the patients are disturbs her. 
Also, her reason for not joining the local Salvation Army congregation 
was that she would have to ask them to come and get her and bring her 
back and she felt that would be too much, since it would be quite a way 
to came (actually not more than a few blocks). Having worked to rear 
her family and make it on her own, Mrs. H. hesitates to become depen¬ 
dent. However, her direct response to the question of her thought 
about being a burden or an invalid was, "No, that's why I'm here (in 
the hospital)." 

Mrs. H. has been poor all her life and is "very thankful for 
all she's got." An instance of her money-consciousness was noted when 
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asked if she 'would like to receive a summary of the study when it is 
done. She said she could not afford it. She had no money to spend. 
When it was explained that there was no cost involved, she indicated 
genuine interest. 

MISCELLANEOUS INSIGHTS: 

The emotional tone of the interview would lead one to expect a 
high degree of satisfaction indicated on the Life Satisfaction Index. 
Mrs. H. indicated a satisfaction on 16 of 20 statements. With 
reference to time analysis, she gave positive satisfaction on all 
statements looking back on life; she was dissatisfied on 2 of 12 
present oriented statements and undecided on one more; she was dissat¬ 
isfied on 1 of 2 future-looking statements. A scored satisfaction of 
80$ would seem to be high for an older convalescent hospital patient. 
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CASE STOUT NO. 4 


Two interviews about ten days apart were held with the patient. 
On each occasion the patient was in her room, once watching TV, the 
other time just returning from a short walk up the hall. Mrs. S., a 
68-year-old widow of an army doctor, entered the present hospital after 
surgery at the Community hospital. Prior to that, she had been recu¬ 
perating from gall bladder and heart attacks at another hospital in the 
area and prior to that in a physical rehabilitation hospital. Mrs. S. 
is always neatly groomed and tastefully dressed. Her attitute is some¬ 
what aloof and yet not one of disdain toward others. She is a very 
alert woman whose proper manner suggests more than average social 
consciousness. Urged by both the administrator and her daughter, a 
visiting home nurse worker, to participate fully, Mrs. S. talked at 
length about her situation. 

OPENING SUMMARY: 

A patient suffering from a cluster of physical health problems 
is undergoing an extensive period of rehabilitation. Having experi¬ 
enced a crisis in her health that cut her off from the society associa¬ 
tions she was accustomed to sharing, the patient, now that her acute 
problems (though not her chronic and most serious one—arthritis) seem 
to be slowly coming to resolution, is struggling to accept the role of 
an institutional patient. Her attitude and interests are clearly upper- 
middle class society, yet her condition forces her to remain a 
dependent patient in a convalescent hospital, feeling quite uneasy in 
the presence of so much suffering and senility. She seems quite 
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unsettled as far as the future—will she be able to return to her 
daughter’s home, or must she remain a patient? Hope and satisfaction 
presently are proportionate to progress the patient sees in her physical 
condition. 

PHYSICAL HISTORY: 

Hot being in good physical condition as a ■whole was recognized 
after Mrs. S. was hospitalized nearly a year ago following a fall in 
her daught ers home. During her stay in a rehabilitation hospital, she 
experienced a gall bladder and a heart attack. Following some time in 
another hospital, she want into the community hospital for surgery. 

She has been in the present hospital for eight months. 

The collection of diagnostic factors includes: arteriosclero¬ 
tic heart disease, post-operative cholecystectomy, thrombosis (?) of 
left leg, osteoarthritis and some obesity. 

To the patient, the chief enemy is arthritis. "I'm full of it. 
ty knees give me fits. It's difficult to walk. They gave me all kinds 
of medicine. The only thing that helps is codein. My legs ache so bad 
at night I don't mind taking the drugs." 

Mrs. S. was in serious condition when she entered the hospital. 
She has evidently made remarkable progress. Both the administrator and 
charge nurse commented on how far she has come, partly as an encour¬ 
agement to Mrs. S., partly because there has been notable progress. At 
the start, Mrs. S. reports: "I was down. The doctor didn't think I 
was going to make it." Then in recuperating it was a slow, painful 
task. "I thought I'd never get out of bed. I couldn't move my leg, 
couldn't lift my leg. They tell me I was a pretty sick girl." She had 
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resigned herself to bed until the daughter informed her that if she 
could not walk she would not be able to go home with her at Thanks¬ 
giving or any other time. With the push of the nurses, she began to 
get up and walk bit by bit. 

Having lost 50 pounds, having progressed from a few steps with 
the walker to wheel chair to a cane for support and trips the length of 
the hall and back is real progress. Taking drugs for the arthritic 
pain and recuperating well from her surgery of six months ago, Mrs. S. 
has reason to feel encouraged. All has not been easy; she fell while 
walking one day in the hospital and had to get started walking all over 
again. However, as she put it, "They all treat me very nice here." 

Mrs. S.’s daughter noted that her mother’s changed physical condition 
has led her to be very humble and appreciative. 

While Mrs. S. may be concerned over certain aspects of her 
health, as her daughter and the charge nurse seam to agree (possible 
illness going on and on, worry over pain in future, worry over becoming 
eccentric and forgetful as some patients became), she maintains that 
she is not too concerned should her strength decline and she need more 
care. She can stay in the hospital. That is what it is for. 

SOCIAL HISTORY: 

Mrs. S. was the youngest of 13 children. She has outlived them 
all. The long-time wife of a Navy doctor, now her family concerns 
focus around her four children, all of whom live in the Los Angeles 
area. Since the others work, her daughter in Pomona has taken respon¬ 
sibility for her personal needs and concerns. 

The closer friends of Mrs. S. have been in the clubs and 
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organizations of which she was an active member in Long Beach. Having 
been a doctor’s wife and active until nearly a year ago in such groups 
stands by sharp contrast to the general milieu of hospitalized older 
people. As Mrs. S. put it: I’ve been used to a different environment, 
a different class of people. I’m a lodge person, have been; I belong to 
all these organizations (Order of the Eastern Star, Daughters of the 
Kile, the Amarons). We do a lot of work helping other people. I’ve 
been used to that one class of people, in fact, all my life." Not only 
! the physical adjustment to seeing patients in various stages of debility 
but the problem of communicating with persons with numerous physical 
problems after being used to an active life in normal society would 
require a considerable adjustment. 

Religion to Mrs. S. is a most important matter. She "has lived 
in it, been brought up in it." The role of religion has been steady 
through the years. She was brought up to go to church. Her daughters 
all do. Not in a show-off way. They’ve just lived a good life. Her 
lodges have stressed religion. "My lodges are religious groups—that’s 
what we learn in them." The place of religion and religious groups has 
been very much a part of her life. 

CURRENT SITUATION AND ATTITUDE: 

Her closeness to the daughter with whom she lived and who comes 
to see her daily is clear. The daughter, preparing to bring her mother 
to the hospital, told her it hurt her as badly as her mother. She did 
not want to do it but there was no choice. Mrs. S. recognizes the 
daughter’s concern about her condition. "She re ally takes care of me. 

I tell her she’s my mother now." A problem the daughter feels Mrs. S. 
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has is adjusting to the loss of power within the family—the inability 
to handl e her own affairs." Yet the nurse saw another side to her 
family concerns-—conflict between the daughters—as a source of con¬ 
stant concern. 

Having close friends in Long Beach, she infrequently sees any 
of them but hears from them from time to time. With her arthritis, it 
is difficult to write, though she gets a lot of mail. Mrs. S. feels a 
friendly atmosphere in the hospital and mentions having a number of 
friends among the patients. She visits with those who are friendly 
and generally who seek her out in her room for reasons we shall see 
shortly. 

However, so far as any of the friendships becoming as dose as 
some of her lodge friends, they won’t; "Not in here, I know not; no sir. 
Not in here. They’re too old to begin with. There’s no social life or 
anything. They're alone as far as I can see." 

Possibly the most difficult adjustment of her life has been 
having to come into the convalescent hospital. Her feeling when faced 
with coning, she said, "I cried like a baby." Her daughter described 
her mother’s reaction as "traumatic, degrading, (she) felt rejected, 
bitter, hurt, and scared." Mrs. S. said, "I never thought I'd wind up 
in a place like this. It hurts me to think that I’m in a place like 
this. It doesn’t help my morale very much." Has Mrs. S. adjusted to 
being there and to the possibility of ramining there? The nurse says 
her primary preoccupation is "to get well enough to go home or live 
with her daughter." However, several comments by Mrs. S. suggest that 
she is making her peace with the facts. She commented that it has 
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taken a long time to adjust to being there. She has been very indepen¬ 
dent all her life, and now she finds that bad. However, later on she 
renarked that she was glad she had been as she had. Later in the second 
interview, she added, "I*ve been so troubled." 

The most disagreeable aspect of being in the hospital is to see 
the sorry condition of some of the patients. Mrs. S. will not sit in 
the hall nor frequent the hospital corridors more than necessary 
because of seeing so many unpleasant sights. "I just can’t (sit in 
hall); you see all these people. It’s just awful-drives you crazy." 

She felt that the senile patients should be off separated from the more 
normal patients (her roommate is frequently senile). 

In spite of that side of it, Mrs. S. has come to enjoy playing 
bingo with the patients and staff. Most patients, she feels, cannot 
hear well, so it is hard to talk to them. She is also pleased with the 
physical progress she has made. "(I get along) as long as I*m losing 
weight, etc." "Everyone has helped me and watched me so well here." 

The personal encouragement and attention she gets has undoubtedly 
helped motivate her along. She compared the way friends and family got 
behind her and got her going again after her husband had died with the 
way people in the hospital had taken an interest and gotten her going 
in the time she has been there. 

Mrs. S. has gone through considerable mental stress in being 
hospit al!z ed. Sometimes it’s worse than others, she reports. On the 
one hand: "(It’s) pretty miserable being confined here. I don’t go 
outside much because it upsets me when I see the patients in miserable 
shape. Yet, on the other hand, she appreciates the concern and care 
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she receives. 

Her daughter and the nurse felt that she is bothered by many 
usual •worries regarding her health. She reports she has no fear of 
dying. She has had a good life and is ready to go. She has made all 
her final arrangements. She still gets down in the dumps, however. 

"I just stop and wonder how it’s all going to end up; whether I’m here 
till I die. (Pause.) Not that I’m young, by any means, but (some of 
these) are 86, 89 , 90, 99. It’s marvelous." 

Mrs. S.’s religious life centered in prayer. "(When I was 
down) prayer and other things pulled me through. An awful lot of 
people were praying for me." Prayer as an exercise for the individual 
along with some Christian Science Unity and positive thinking philo¬ 
sophy probably allows Mrs. S. to remain somewhat aloof from the other 
patients. She gave no indication as to whether she attends the Sunday 
services. She commented that she has come to feel so thankful to 
everyone. She cannot single out anyone but likes to say that everyone 
in the hospital has been so nice to her. Another worry Mrs. S. 
expressed was fear that someone might break into the hospital at night 
when no men and only a small night staff are on duty and harm than. 

She felt there should be more night protection. 

MISCSLLAI'IEOUS INSIGHTS: 

It would seem that Mrs. S. should feel a good deal of satis¬ 
faction regarding her earlier life and some real dissatisfaction with 
the present. Her ambivalent feeling about her present life circum¬ 
stance was dear. 

In Life Satisfaction Index, fully half the statements indicated 
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a dissatisfaction (10 of 20). In analyzing the responses by time 
perspective, one response (out of 6) suggested dissatisfaction with the 
past. Seven statements (out of 12) indicated a dissatisfaction with 
the present. Both statements referring to an expected future were 
points of dissatisfaction to her. The general dissatisfaction Mrs. S. 
feels may decline once the issue has been settled as to whether she 
will be able to leave the hospital or must remain there permanently. 
Time will tell. Meanwhile, the very mixed feelings Mrs. S. experiences 
causes a general dissatisfaction with life. 

CONCLUSION: 

A patient with a very different social background from that 
which she sees and perceives among convalescent hospital patients is 
subjected to a continuing sense of cultural shock. Unwilling to fully 
relinquish the idea of returning to at least a more private life in 
her daughter's home, Mrs. S.'s sense of satisfaction is proportionate 
to her physical improvement, though serious arthritis limits the 
prognosis. Intellectually toying with the idea of perhaps being a 
permanent patient, she nonetheless remains fairly aloof from extensive 
fraternizing with other patients. 
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CASE STUDY NO. 5 

Two interviews were held with the patient. The first time her 
roommate also was present and a good portion of time was consumed 
visiting with her. The interview was then cut somewhat short by the 
arrival of dinner trays. Consequently, some data was never gained. 

In the second interview the patient was focused upon alone and talked 
freely. 

Mrs. L., a 77-year-old widow came into the hospital five years 
ago after living twenty years with her niece and family. An active 
person out and around every day, Mrs. L. seems reasonably alert. There 
is, however, a simpleness about her manner which seems slightly inap¬ 
propriate. The attitude of the patient toward the interviews was 
unreserved, cooperative and anxious to please. 

OPENING SUMMARY: 

A patient who experienced a serious period of illness and a 
period of recuperation after three years in the convalescent hospital 
also experienced an extensive and remarkable recovery. Once she de¬ 
cided to try and get well, Mrs. L. made steady step-by-step progress 
until her health stabilized at a cautious but active stage. Apparently 
well satisfied as a patient with her busy routine now, she nonetheless 
revealed some extensive present dissatisfaction on the Life Satis¬ 
faction Index which did not coincide with interview impressions. Evi¬ 
dently an active patient with fairly stable health need not be fully 
satisfied if the LSI is accurate in registering the patient’s 
feelings. 
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PHYSICAL HISTORY: 

The patient has a history of strokes, the first one coming 
several years before entering the hospital. There have been numerous 
minor strokes since that time. She also had a bad gallstone condition 
for several years before coming to the hospital and was on a very 
restricted diet. The delicacy of this condition has diminished markedly 
over the past two years. 

Mrs. L. entered the hospital five years ago because of her 
niece’s inability to continue caring for her. The medical diagnosis on 
entering the hospital was arteriosclerotic heart disease and hyper¬ 
tensive heart disease. About two years ago she went to the community 
hospital for blood transfusion to correct an intestinal disorder. It 
was a "very serious illness. I had to have three pints of blood. I was 
a long time getting over it. I was in the hospital five days; back here 
I was in bed four or five weeks." Mrs. L. returned to the convalescent 
hospital "extremely depressed and withdrawn," in the charge nurse’s 
words. Her family, the doctor and nurses could not persuade her to get 
up and around. 

"The doctor would say, ’Haven’t you got your clothes on yet?’ 

I said, ’No, I don’t want to. What’s the use? I ain’t gonna get well. 
What’s the use of putting my clothes on?’" The patient says that sud¬ 
denly she changed her attitude. The nurses made her mad. They knew 
she was able to get up; so instead of bathing her, they put a basin of 
water and a towel on her bed and told her to bathe herself. That made 
her mad. "I decided I wasn’t going to die, so I just as well live." 

She made up her mind and began. Why? "Tired of the bed, I guess. 
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Tired of having to be waited on. I wanted to do something for myself." 
The picture since that time has been one of steady improvement. 

The doctor’s diagnosis at the time of her illness included 
melena (corrected with no evident recurrence according to the records), 
arteriosclerosis cerebral and cardiac with chronic brain syndrome. If 
there was noticeable evidence of CBS at that time, it is not so evident 
now. The patient’s affect and manner is appropriate other than being 
somewhat simple and perhaps a bit shallow. However, this could be her 
personality. 

Mrs. L. had help from the nurses; she walked only a few steps 
at first, then further and further until today she walks nearly every 
day around the block outside the hospital by herself with only the help 
of a cane. Her delicate diet due to the gallstone has been laid aside 
in favor of a general diet. "The doctor just can’t understand it. I 
still have my gallstone and yet I eat anything and everyt h i ng ." The 
whole process of improvement has been exciting and satisfying to her. 

So far as the future of her health is concerned, Mrs. L. feels that she 
has gone about as far as she can go. If her health should decline, she 
claims not to be concerned about being a burden (her niece and the 
nurse felt that she thought about that at times). "No," she says, 

"that is what they (the hospital) are here for; if I do (become a 
burden), they’ll take care of me like anyone else." 

SOCIAL HISTORY: 

Mrs. L. is the last member of her immediate family. She stayed 
in Helena, Montana, to care for her mother until she died twenty-five 
years ago. Since c oming to Pomona her brothers and sisters have passed 
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on. She moved to Pomona to live with her niece who is more like a 
sister as they were raised together. She lived twenty years with her 
niece and family until a nervous breakdown forced the niece to give up 
caring for her. Mrs. L. then suddenly had to face coming into the 
hospital. The arrangements were made one day; she came in the next. 

Of her former friendships very little was said. She did travel 
back to Montana several different years to visit family and friends. 

She has had same acquaintances in her church for a number of years, but 
the closeness of these relationships was not apparent. 

The church has evidently been the one continuing institution in 
her life. "I’ve always gone to church. I’ve always gone where they 
preach the real word of God and not a lot of fallderall (?)." With a 
distinct concept of what is worthwhile in the church, she added that in 
their church "they preach the true word of God, they have a choir and 
music. When the minister speaks, he don’t have a lot of notes, but 
preaches from the Bible." The religious background and attitude of the 
patient seem quite firm. 

The nurse noted that Mrs. L. had prided herself on being 
employed as a cook over the years, though nothing was said in the inter¬ 
views. 

CURRENT SITUATION AND ATTITUDES: 

Since coming into the hospital, Mrs. L.’s relation to her niece 
has not diminished in any way. She stops by daily, if only for a few 
minutes. She does her aunt's laundry, handles her affairs, gets her 
whatever she needs and does her letter writing. By this means, Mrs. L. 
keeps in touch with a nephew in Hemet and a niece in Fairbanks, Alaska, 
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whom she visited a few years ago. Mrs. L. also communicates with her 
niece*s daughter and her f amily . Though she has no children of her own, 
she has a family. 

She sends evidently to some friends an annual Christmas letter, 
to "catch everyone up on how it’s going." The friend with whom she 
rides to church most Sundays may be a good friend. She has known 
several people at her church for a number of years. In the hospital 
she and her roommate "joke around with each other." In addition, she 
is out around the hospital and enjoys visiting with other patients, as 
the nurse noted. 

The patient said little about her feelings regarding the hos¬ 
pital. Having been here five years and having been helped so markedly 
as she knows she has been over the past two years, one senses a full 
satisfaction with her situation. Mrs. L. remarked that she enjoys 
going out of the hospital—to church, to her niece 1 s for a holiday, 
etc., but she is always ready to get back after a while, too. 

Both her niece and the nurse suspected that at times Mrs. L. 
worries about the possibility of illness and pain. This might be true 
in light of the number of drugs and medicines that she cannot use 
because her system reacts to than. Though the niece and nurse felt 
that she may worry about being a burden or an invalid, Mrs. L. did not 
indicate this as we noted earlier. The niece and nurse varied in their 
thought as to whether Mrs. L. feels at times that life is over with. 

The nurse sees no sign of this. 

As the patient was interviewed, a pattern suggesting what has 
meaning to her seemed to suggest itself. The patient was most depres- 
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sed -when she thought she was not going to get well and be able to walk 
again. Her attitude has been steadily more positive as she has been 
able to be out and around. Mrs. L. commented that "anything I can do 
for anyone around here, I do." She noted that she goes next door to the 
drug store for one lady. She spends a couple of hours every day in the 
laundry folding clothes. She helps her roommate get dressed each 
morning ("that was ny idea—no one else's"). She has to be busy with 
her hands, so she crochets and works with the crafts enthusiastically, 
for just to sit around makes her nervous. Furthermore, her niece 
reported that Mrs. L. had prided herself over the years in supporting 
herself and helping others. It would seem that she will not feel that 
life is over while she can be up and doing. What her feeling will be 
when she can no longer do these things remains to be seen. 

Following her remarkable period of physical recuperation, one 
day she called one of the ladies from the church to see about a ride on 
Sunday and has gone to her church service most Sunday mornings since 
then. She doesn't try to attend Sunday School as two hours would make 
her nervous. She also was very aware of the Sunday afternoon services 
at the hospital. Whether she attends then or not, she did not say. It 
would seem logical that she would. The nurse noted that she enjoys 
watching religious TV programs. Asked what the heart of religion is to 
her, she replied: "My relation to God. He's my life. If it weren't 
for Him I wouldn't be here. I'd have died long ago if not for the 
help I get from Him. Here (in the hospital) at night after I say my 
prayers, I thank Him." 

The patient's attitude as a whole would seem to be very posi- 
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tive. Very satisfied with the physical progress she has made, she seems 
contented with her present level of activity. She sees her niece daily 
and has all her needs taken care of. She is able to go out of the 
hospital regularly to her church services and she has found a meaningful 
role of usefulness within the hospital. So long as her health remains 
well enough that she can be this active, Mrs. L. should feel quite well 
satisfied with life. 

MSCKffifflBOOS INSIGHTS: 

The life Satisfaction Index rating had only 13 statements out 
of 20 scored as satisfactory. This would suggest that there is some 
extent of dissatisfaction in the patient's feelings about life. 

Analyzing the responses with reference to time, 1 response out of 6 
looking back over life was dissatisfied score. Five out of 12 state¬ 
ments regarding the present were scored dissatisfied and 1 of 2 future 
expectancy statements indicated dissatisfaction. One may wonder 
whether there is a basic unhappiness with her present circumstances 
despite her apparent cheerfulness. Is her need to be busy a nervous 
pattern rather than a positive sign? 

While the patient in the interviews indicated happiness with her 
situation, she indicated no thought of unhappiness. Yet on the closing 
inventory of life satisfaction, a significant amount of dissatisfaction 
with the present was indicated. 

CONCLUSION: 

A patient settled into an active routine, stabilized in health, 
with church and family ties continuing, would seem to be fairly satis¬ 
fied. Yet a sense of shallow affect and a somewhat dissatisfied score 
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on the LSI hint at a state of resignation or unsettledness. "What the 
dy nami cs are are unclear. Further study of this patient to get a more 
congruent understanding is needed. 
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CASE STUDY NO. 6 

There were two interviews with the patient. The first was held 
in the dining room looking out on the patio. The background noise was 
occasionally irritating. For the second interview about a week later, 
we went to the end of the hospital corridor next to the nurses* station. 
The background noise was quite bothersome and occasionally caused the 
loss of the patient’s comments. 

Mr. C., an 89-year-old former college teacher and choral direc¬ 
tor, came to the hospital from the community hospital about fourteen 
months ago, recuperating from a fall and a broken hip. The patient was 
dressed plainly, followed something of a fixed routine of his own in the 
hospital, was alert and presented a fairly normal depth of affect 
despite a certain forgetfulness and slowness of response. He was quite 
interested in the study and cooperative on each occasion. 

OPENING SUMMARY: 

A man of long years of health, who over three or four years 
suddenly has his health break and numerous limitations set in, is 
bound to feel that life is over. A broken hip that never fully healed, 
declining hearing and speaking facilities cause steady trouble. In 
addition, an increasing loss of steady attention and general not feeling 
well frustrate a ruggedly independent professor. A readiness to die and 
end the decline makes continuation seen useless. A man long habited in 
style, Mr. G. attempted to continue something of his former regimen in 
the hospital, thus giving some sense of meaning and marking of time. 

Not able to communicate easily, he simply passed up the group experi- 
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ences in the hospital, choosing instead to "entertain himself." Any 
further looking prognosis would have to be negative. 

PHYSICAL HISTORY: 

The patient entered a hospital fourteen months ago for the first 
time in his life as the result of a broken hip. The diagnosis also 
suspected Page's disease, which proved to be true over the months of 
healing. The healing and therapy proceeded to a point. However, the 
doctor noted (4-8-69), "prognosis must be guarded, as he may incur a 
path (oiogical?) fx (?), but full weight bearing now indicated." Since 
that time, progress has been slight. A recent medical note (1-20-70): 
"He is probably near maximum benefit. Infirmity due to age and ancient 
fx. of hip and occasional state of confusion preclude board and care 
home care." The maximum benefit of movement the patient is able to 
realize is to walk slowly with a walker and a nurse's help. He is con¬ 
cerned with the walking exercises and feels that the shortage of nurses 
is preventing his progress by the infrequency of his walks. 

Additional medical diagnoses at the time of admission included: 
hypertensive arteriosclerotic, cardiovascular disease, hypertensive due 
to poor nutrition. The declining ability of Mr. C. to respond is evi¬ 
dent in a slowness of response. However, whether it is caused more by 
arteriosclerosis or by failing senses is uncertain. Mr. C. reports that 
his health has been declining especially the last two or three years. 

The combination of physical problems makes life very unpleasant 
for a man who has always placed a high premium on communication ability 
and mental alertness. His hearing is getting bad. A hearing aid picks 
up more noise than sound. A slow strong voice is necessary to communi- 
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cate. His "voice is no good. The last two or three years it has just 


gone to pieces like the rest of me. Everything (pause), everything 
just going . . . going.” His stomach is not responding -well, which 
necessitates a special diet. In addition, a sense of weariness causes 
him to ask some visitors to leave early as he is getting tired. Per¬ 
haps the most bothersome infirmly, however, is the tendency to lose a 
line of thought at times. The conclusion to the whole matter is sum¬ 
marized in what a friend said to him a few years ago, "0, Harry, don’t 
ever get old." "And here I am," added Mr. C. The discouragement in 
trying to fight all the physical problems is too much. Mr. C. says, 

"I’m through in every respect." 

SOCIAL HISTORY: 

Evidently bom and raised in Southern C alif ornia, Mr. C. and a 

i 

brother worked on a ranch near San Diego as young men. An unde helped j 

i 

start him in music and Mr. C. went on to study and teach music. Mr. C. 
and his wife were separated amiably forty years ago or more. Mrs. C. 
is, incidentally, a patient in the same hospital as well, having come 
in after he did. Mr. C.’s comment on his children and their children 
and their children was that it is hard to keep the generations sepa¬ 
rated. His three children all graduated from Pomona College and have 
"all, pretty nearly all, gone on to improve themselves." 

Mr. C.’s friends h ips over the years have been many, rich and 
meaningful. Mr. C. has been a member of the University Club in Clare- 
month for many years and a Congregational Church member since 18?1. 

These and his teaching associations have been his main interests in 
life. 
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Having turned to music as a young man, Mr. C. went to study in 
Hew England and in France, teaching in New England before returning to 
Claremont in 1912. He was associated with Pomona College in one musi¬ 
cal capacity or another for many years and directed any number of 
choral groups in the area. In addition, Mr. C. performed as a baritone 
soloist for many years. 

His long-time church membership ("member of the Congregational 
church since 1891," he reported with a smile) belies a long standing 
active life in the church. He recalled speaking as a young man before 
a Southern California church assembly. Later, through his active years, 
he served in church music leadership in churches. 

CURRENT SITUATION AND ATTITUDES: 

Long estranged from his wife, who now resides but a few doors 
up the corridor from him, Mr. C. now keeps informed of her condition 
through their two daughters who look after his affairs for him. Dur¬ 
ing the past five years or so, Mr. C. has been semi-independent, living 
by himself but watched out for by his daughter in Claremont. 

Mr. C. has plenty of friends from whom he would hear if he 
would respond to them. Again, friends would visit him, but he tells 
some of them not to stay too long as he gets tired. "I don’t seek 
outside company to entertain. I’m through ... in everything. I get 
tired so soon." Mr. C. has made acquaintances but not any close 
friends among the hospital patients. The compounded problems of hear¬ 
ing, speech, etc., all work against communicating. Asked if he felt 
hesitant to develop new friendships, Mr. C. replied, "Very. Everything 
together makes me hesitant. I don’t feel any urge at all." 
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"What are the feelings about living in the hospital? Mr. C. 
reported there was not much feeling one way or the other. "Like so 
many other things now, you just do what’s to be done. That’s the end 
of it." It is a problem in general to a person. One problem is that 
of meaningful activity. Mr. C. stated that he does not like to be 
entertained. Rather, by reading he entertains himself. He cannot 
derive much benefit from programs due to his hearing, so he has chosen 
to keep away from nearly everything, including the church services. 

The emotional feeling of being caught up in the bodily infir¬ 
mities of old age is frustration and discouragement. Mr. C. feels that 
he cannot do anything; he cannot express himself any more. "I’m 
through—in every respect." In the last couple of years, "I’ve come to 
wonder why I’m living. I would like to lie down at night and not wake 
up." Death has not bothered Mr. C. since he was a young boy. His 
willingness to die suggests his desire to end his declining state of 
health. 

The meaning of religion to Mr. C. is not expressed in terms of 
attendance at services, but as grasping "the plain truth from the Bible 
near as you can get it." He has read those parts of the Old Testament 
that give some direction and the gospels and Paul’s letters several 
times. "I read to get the writer’s idea of the religious life." 

The patient takes a good deal of satisfaction in the teaching 
and especially the choral groups with whom he worked over the years. 

His life pattern was satisfying so long as he was able to be indepen¬ 
dent and self-reliant. "If I had passed away about five years ago, 
things would have been very comfortable all the way around." He noted 
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that he had taken care of himself until five or six years ago. Since 
then, he has been half dependent on others. Since he came to the 
hospital, he has been, of course, very dependent. 

MTSCELLAUEOUS INSIGHTS: 

It would seen that the life Satisfaction Index should reflect 
a person rather satisfied with his past life but quite dissatisfied 
with present and expected future experiences. 

The LSI score was overwhelmingly one of dissatisfaction; dis¬ 
satisfaction in each dimension. Of twenty statements, nine were 
finally scored uncertain, so the total of decisive indications was 
small. All eleven of the definite responses indicated dissatisfaction 
with life. There was not one statement by 'which the patient indicated 
satisfaction with life. 

Factor analyzing the statements with reference to time, look¬ 
ing back over life, the patient had four uncertain markings and two 
that indicated dissatisfaction. Of 12 statements dealing with the 
present, 4 were uncertain and 8 indicated dissatisfaction. Of two 
references to expected future, one was uncertain and one was dissatis¬ 
fied. 

On several statements the patient had scored one response then 
changed it to another. Two responses are of particular interest. In 
one statement looking back over life ("As I look back on my life, I am 
fairly well satisfied"), Mr. C. was initially inclined to disagree, 
inferring some satisfaction at present, but finally marked it uncertain. 
This patient's feeling will be noted in Chapter four. 

The points of apparent satisfaction to the patient are his 
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family, the three or four generations that are his offspring directly 
or indirectly. A man •who had. many years of respected work among 
college people and led a life of self reliance and independence, Mr. C. 
enjoyed the freedom of his life. 

The overwhelming fact of these last two years, especially, is 
one of steady decline and growing frustration in physical ability to 
relate to people. It is evident that this colors his entire feeling 
about life, past, present, and future. 

The combined physical problems of deteriorating perceptual 
abilities and communication make a man, long accustomed to an inde¬ 
pendent and outgoing life, ready to lay down the load. Solid indica¬ 
tion of a meaningful life and vocation in the interviews was not 
supported by the LSI responses. They would seen to reflect the -way in 
which a thorough dissatisfaction with life as it continues can color 
one’s whole perspective about life, past, present and future. 
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CASE STUDY NO. 7 

Two interviews were conducted. In each instance the patient 
was in his roan, one tine sitting on his bed, the second tine sitting 
in a chair. The other two patients in the room were either sleeping or 
absent. Once, during the second interview, a phone call for the room¬ 
mate interrupted the interview for a time. 

Richard M. is a widowed 78-year-old former trainman for the 
Sante Fe Railroad. He entered an area hospital about a year ago for 
surgery, was transferred to a different community hospital for treat¬ 
ment, then transferred to the present hospital about three months ago. 
He was neatly dressed. He wore colored sport shirts and slacks, spoke 
with an easy midwestem dip and seemed very alert. His intensity of 
feeling, especially the seriousness with which he took his condition, 
was apparent. His interest in talking with someone about his condition 
was definite. 

OPENING SUMMARY: 

A terminal cancer patient in a slow state of decline, while 
anxious about his decline, can feel positive about the care he re¬ 
ceives. Both his confidence in his doctor and his experience at the 
present hospital together with the relative lack of pain result in his 
being satisfied that all is being done that can be done. He feels that 
he has lived a long time with his problem (twenty years since first 
diagnosis). 

However, Mr. H. is dear that, despite fine care, the hospital 
is not at all like home. He enjoys a regular chance to go out of the 
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hospital and visit friends in the area with his son. 

He is concerned over the effects of his treatments, viz., times 
of dizziness and trouble thinking clearly and expressing it. 

PHYSICAL HISTORY: 

The health concern of the patient grew to major proportions in 
the past year but in the patient’s mind is clearly related to the first 
surgery he underwent for it twenty years ago. In 1950> Mr. M. under¬ 
went surgery for hemorrhaging of the bowels and had two sections of the 
colon removed. He was not told then, nor has he been informed through 
the recent period, as to whether he had cancer though he believes it 
was and is. The- first surgery was accomplished satisfactorily and the 
recovery was uncomplicated. 

Last year a long standing prostate condition got worse and 
required a "different kind of treatment" (cobalt therapy). Mr. H. was 
suffering from internal bleeding and the urologist at Loma Linda 
operated on the prostate glands. Then the doctor had him transferred 
to Riverside Community Hospital for Cobalt treatments. He underwent 
a series of thirty treatments. Mr. K. feels that while the medical 
care was excellent, it was not a cure. "I really think that about all 
I got out of it was a case of diarrhea; that’s the only change I can 
see." Someone told him long ago that "this prostate business is a very 
slow cancer. That matches my case to a T." Feeling that the last 
surgery and cobalt treatments have not cured him, he said, "My case 
would have been abandoned long before now if it hadn't been for . . . 
(special interest due to the particular case? He nodded)." "There's 
not much more that medicine can do for me. I sure have had good medical 
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treatment. Just think how long I’ve lived with this outfit." 

The medical diagnosis simply reads: has a colostony infiltra¬ 
tion of urinary bladder; treated with Cobalt 60 therapy. Restorative 
potential "good to questionable," which it would seem is a way of 
saying, "we’ll wait and see." 

A number of secondary symptoms have followed the illness or the 
treatment of it. The problem that is most bothersome to Mr. M. are 
dizzy spells, "Sometimes two or three hours I'm in a condition as if 
I'd taken 4 or 5 drinks. I can hardly walk, the sidewalk swims around." 

Another disturbing symptom Mr. M. referred to as his "mental 
condition." He began very haltingly to explain about it. "I wish I 
could explain my mental condition ... (Later) I’m not even making a 
dent on it and you understanding my condition ... (Later) If my 
daughter was here she could give you a better understanding. It’s my 
mental condition that's got me in trouble." He explained that he can¬ 
not concentrate. There was no sign of inappropriate concentration and 
attention in the two interviews was excellent, though at the time of 
the second interview the patient said he was having one of his dizzy 
periods. He added that his condition causes him to forget t hing s. 

Mr. M. is concerned about getting "weaker right along." I’m 
wondering how my treatment is going to go. I’m getting less able to do 
all the time." Illustration of his worries is his steady loss of 
weight. Less than a year ago he weighed 165-175 pounds. When he came 
to the present hospital a few weeks ago, he weighed 140 pounds. Last 
week he weighed 135 pounds. At first in the hospital he had no appe¬ 
tite for food. But recently it has swung the other way and he is 
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always hungry—cannot get enough to eat now. He views this with real 
concern. 

Insofar as any pain or discomfort, he feels none at all. "I’m 
not suffering ... I don’t know why . . .I’m just grateful that I’m 
not." 

SOCIAL HISTORY: 

The patient lived in the midwest while he worked for the Sante 
Fe Railroad. He and his wife raised five children. After he retired, 
he bought an old farm in Arkansas and they ran it for five or six 
years. "There was the best years of my life. I was fine." In 1950, 
they moved to California since four of the five children had settled 
out here. They lived in a mobile home until his wife passed away. He 
gave it up last year as he had to go where he could get food and care. 

Over the years he has had lots of friends. Mr. M. spoke of 
having his roots grown in Yucaipa in his twenty years there. 

The major social institution to him was the Sante Fe and the 
union he was in. He noted that he had been in the union since the 
early days. Mr. M. was quite proud of having worked 48 (?) years with 
the Sante Fe before they retired him. 

Traditional religion has not been of concern to him. His 
daughter noted that he does not think about religion at all. 

CURRENT STATUS AND ATTITUDE: 

In commenting on his five children, Mr. M. commented with 
regard to his family, "It’s been interesting, all right." He noted 
that he does not see then as often as he did before being hospitalized. 
The retired son in San Gabriel and the daughter in Inglewood he sees 
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frequently, but two other children in Los Angeles and Sacramento he 
does not see very often. His daughter from Illinois spent her vacation 
with him last fall while he was undergoing cobalt treatments. He 
places a lot of reliance in the ability of his daughter from Inglewood 
to help him find a solution to his health problem. This poses a prob¬ 
lem for her. She wrote: "He no longer seems to realize I cannot take 
him home and restore his life as it was." 

A person who says he has had lots of friends, Mr. M. feels that 
he kept in good contact with them until he entered the hospital. Now 
he cannot even write letters, which evidently concerns him. However, 
nearly every week his son comes up and they go out to visit some of his 
friends in the Yucaipa area. Mr. M. appreciates it. "That helps me 
out to beat the band." He has acquaintances in the hospital. The 
nurse noted that he prefers to be with others and enjoys visiting. 

Regarding his feeling about being in a hospital, he is plain to 
say he does not like it though he knows he needs the place. "This 
hospital is the best think I know that’s been provided for people in my 
shape, but it does not fill the bill. It isn't a home, by any means. 
Everything's taken care of, but this lacks a whole lot of being a home 
—it's no part of a home." 

Mr. M. has been on a pension for a number of years, but it is 
not always the years of happiness it is supposed to be. He complains 
that everything is supposed to be taken care of but it is not. His 
daughter noted that he fears he will run out of money. 

Mr. M. worries about how his condition is going to go. He has 
noted that his problem of concentration is getting worse. He worries 
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about what will happen next week. "Whether I’m ever going to get over 
the effects (of the cobalt treatments) or not, I don’t know. That’s a 
problem." 

Mr. M. holds the hope that his daughter and the doctor and he 
can sit and talk over the problem thoroughly enough to find a way out. 
However, he realizes that it may be just a fond hope he holds. He 
feels very positively toward the doctor handling his case. His daugh¬ 
ter noted that the patient has periodic feelings of persecution or 
I paranoia to the point that he thinks the hospital, the family, even the 
doctor is against him. 

In regard to dying, Mr. M. feels life is over. At the close of 
the first interview, he said, "I’ve come to the end and I know it. 

Some people don’t know when they do, but I’ve had the best medical help 
and it’s kept me up a long time, but the end of the line is here." 
MISCELLANEOUS INSIGHTS: 

In respect to the closing Life Satisfaction Index taken, it 
might be expected that Mr, M. would be rather satisfied with his past 
and rather dissatisfied with the present and certainly with the future. 

Regarding the twenty statements, Mr. M. indicated satisfaction 
on 15 of them. He indicated uncertainty on one statement. This would 
seem to be a generally satisfied man. The responses were analyzed with 
reference to time. There were 2 out of 6 responses scored uncertain, 
then finally dissatisfied in looking to the past. There were 2 out of 
12 responses with reference to the present scored dissatisfied. Refer¬ 
ring to the future, both statements were scored satisfactory. Mr. M. 
would seem more satisfied than he sounded, or else is deliberately 
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"thinking positive." 

Mr. M. is clearly concerned about his precarious health follow¬ 
ing extensive treatment for cancer-like symptoms. He is pleased with 
the expert medical attention he has received. However, he holds little 
hope of getting well. Yet he does not seem anxious or concerned about 
this. There seemed only slight indication of what he finds meaningful 
in life—his family and their weekly visits and his friends that he 
sees. Mich more of an understanding is needed to indicate the points 
of contact for a meaningful program of human revitalization. 
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CASE STUDY NO. 8 

Two interviews with the patient were held, both in the patient* s 
roan. Both the patient and her roommate were present, and on the first 
occasion, part of the time was spent talking with the roommate. On the 
second occasion, the roommate volunteered sane comments but attention 
was focused on the patient in this study. 

Miss Dorothy K. was an 85-year-old maiden lady who entered the 
hospital about four months ago. She had been in another convalescent 
hospital in the area, but moved from there because of some unhappiness 
with the type of diet they served. Always dressed nicely. Miss K. 
struck one as a very particular individual. She was a very alert per¬ 
son with a sense of wit about her. Her emotional affect was subtle 
but appropriate. At first suspicious of both the interviewer and the 
recorder he used, she began by the second session to speak very plainly 
of her feelings about herself and her life circumstances. She was 
friendly and cooperative. 

OPENING SUMMARY: 

A retired maiden lady, long on her own, has trouble settling 
into a dependent routine as a hospital patient. The critical attitude 
toward everything and the ambivalence regarding life would seem to 
■typify the fairly recently institutionalized. At the same time, the 
delicate and touchy relation with brother and sister-in-law may well 
function as negative reinforcement (in B. F. Skinner’s terms), leading 
to a continuation of present behavior. An ambivalence of attitude 
toward life results in the patient feeling horrible. Such a condition 
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seems unstable and thus transitory. Whether a change toward positive 
adjustment to institutional life or severe depression and/or withdrawal 
growing out of her "nervous" problems will follow remains to be seen. 
PHYSICAL HISTORY: 

Miss K. complained at the first interview of excess noise (her 
room was on the main corridor of the hospital) in the hall keeping her 
from getting the quiet and rest she needed to get over her "crazy 
nerves." She was invited to take part in the arts and crafts program, 
but "I about exploded—I'm so shaky and nervous, I couldn’t do that any 
more than I could fly," She also felt that she could not go outside 
the hospital to a church service (with her brother and his wife) as "I 
sit and tremble so, it’s horrible." 

Several times Miss K. disclaimed being able to do something 
because n I*m physically not able." The degree of medical truth to her 
claim is uncertain. Having just recently entered the hospital, there 
was, as yet, no doctor’s report nor diagnosis. She reported having 
arthritis in the spine and back and walked with noticeable stiffness 
though no noticeable affect of pain. She said any extra movement hurt 
like the dickens due to the arthritis up and down the spine. She can¬ 
not stand well for lengths of time; yet she can and does go out of the 
hospital regularly for rides and visits with her brother and his wife. 
She claims she is not able to walk good and thus cannot do any of the 
mixing and activities in the hospital that the brother’s wife keeps 
urging on her. ¥e will note this dynamic a bit later on. 

She c la i m ed to feel horrible physically, but it was in the 
context of a statement of feeling horrible about feeling horrible. "I 
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don’t feel good enough to talk, I'm just waiting for the end and I feel : 
horrible about it , , , but I feel horrible physically," The inter¬ 
play between physical condition, feeling about physical condition, and 
motivation to be or to do is evident here. Miss K. recognizes the psy¬ 
chosomatic aspect of her illness for she remarked about her physical 
condition, "It's entirely in my head, I’ve done some silly things; I 
don’t want to overdo, (You’re afraid of losing control of your mind?) 

I hate to admit that, but I do. (Lose control?) Yeah, I'm not myself 
at all; my tear ducts dried up so I can't cry it out. My eyes are so 
bad, I’ve got to get to see the eye doctor ... I just can’t rouse 
myself. n 

Miss K. realized that many patients were far worse off than 
she. "Isn’t that awful, others are so much worse off, but that’s the 

i 

way I am." That was of little comfort to her because of lack of moti¬ 
vation underlying it all. At one point toward the end of the second 
session, she remarked thoughtfully, "I don’t know what I'd do if I had 
a real ... (physical problem)." 

While the patient’s physical problems may be organically authen¬ 
tic (arthritis of the back and spine, tear ducts dried up, eyesight 
failing, general nervous excitability), the "realness" of their limita¬ 
tions upon Miss K. are clearly in the area of her attitude, life feel¬ 
ings and motivation. We shall deal with this later in the case study. 
SOCIAL HISTORY: 

A native of Indiana, Miss K. had come to the Los Angeles area 
years ago and worked in office work, living the life of a spinster 
lady. Her parents moved to Yucaipa from Indiana when they retired. 
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Her brother had settled in Redlands. The parents are, of course, long 
since gone and her brother and his wife are the only relatives she has. 

Her friendships have been limited in number. However, she has 
friends that she has kept in touch with over the years. She mentioned 
a recent letter from a lady in Los Angeles with whom she graduated from 
high school in Indianapolis in 190^. "She knows I don't feel well. 

She sends . . . (stamped envelopes to reply in). Friends like that you 
like to see." Again, in discussing the inconvenience of phone service. 
Miss X. referred to an elderly friend in Los Angeles she had not heard 
from in so long that she thought she must have died. She finally got a 
note from her. She mentioned friends in Redlands at the Inn where she 
had lived that she would like to call. 

The patient seems to have been in few social groups over the 
years. In Los Angeles she had gone to the theater and had good times. 
Her job (21 years at the last one) may have met her social group needs. 
She had to meet the public. "I mixed so many times with people . . . 

I had to meet lots of people, buyers, etc. I didn't feel I was cold 
blooded ... I don't feel I am." In Redlands she had done voluntary 
work for a public group. "Other than that I'm not a joiner and not a 
church goer good enough to do that." 

Miss K. attended church and Sunday School as a young person in 
Indiana. Hearing revival hymns from down the hall during the second 
interview, she remarked that they took her back "about a thousand years 
ago” in the Methodist Church she had attended. When she moved to Los 
Angeles she used to pick a church occasionally to hear a particular 
preacher, though she did frequent the Methodist church near her. In 
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Redlands she had attended both Methodist and Baptist (her brother’s) 
churches, but was not interested. 

CURRENT STATUS AND ATTITUDES: 

Her relationship with her brother or perhaps even more her 
brother’s wife poses a very difficult situation. He is her only rela¬ 
tive and she has to depend on him. He manages her finances and he and 
his wife attempt to advise her what to do. On the one hand. Miss K. 
feels a lack of desire to live; she seems inclined to withdraw from 
relationships and become preoccupied with her own problems. To this, 
her brother and especially her sister-in-law respond with a vengeance. 
"My sister-in-law just gives me the dickens for not getting out and 
around the hospital." (Again) "and my brother, he knows everybody. 

He’s just that way. It’s a wonder he thinks . . . that I’m a good 
sister." So, on the one hand Miss K. resists the pressure of her 
sister-in-law telling her what to do. Yet on the other, as we just 
noted, she seems afraid of losing her brother’s relationship and help. 
The only legitimate excuse she can use without endangering her relation 
with her brother is her physical condition—her inability to do those 
things. 

Miss K. has friends in Los Angeles especially from whom she 
hears. It is of concern to her that her shaking makes letter writing 
hard, and die concluded at one point, "I can’t get down to L.A. to see 
ny friends." She has friends in Redlands whom die claims she would 
like to call and visit. "People forget you if you don’t talk." 'While 
she desires to continue some of her former friendships, she finds the 
means and process frustrating. 
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In discussing new friendships* she noted the opposite way she 
and her brother respond to this and* mentioning the friendliness of one 
of the patients who stops by to visit her every day or so, she said, "I 
just don't make up with people (the way) she does." Again, a bit later 
she remarked, "I’m too old to make friends. I’m 8 $ years old and I 
think I’ve done my share of being . . . nice to people." She, her 
roommate and Mrs. P. (the patient that has befriended her) are friends 
but she spoke of none other. The nurse’s report indicated that Miss K. 
tends to be gloomy and to stay to herself. She does not want to mingle 
with all these sick people. The only group activities she has attended 
have been the monthly birthday parties—and that under protest, at 
least the first time. In a lengthy discussion of her feeling no 
desire to be with people, she concluded, "I suppose I’m the only one in 
the hospital that isn’t . . . friendly." One can just about hear the 
sister-in-law’s echo in that statement. 

In her comments about what it’s like to live in the hospital, 
nearly all the comments were critical and were "looking for trouble." 
Tet part of the factor was the explanation given her as to the purpose 
of the study; vix., to understand the patient’s viewpoint in order to 
try and provide better care, a better place for thou. The first ses¬ 
sion was nearly over before the validity of talking about her family, 
friends, etc., was accepted. Miss K. was very unhappy with the food— 
it lacked variety and taste and careful preparation. She and her room¬ 
mate gave a lengthy critique of the food. It was learned that the 
roommate had never complained about the food before being joined by 
Miss K. four months ago. The corridor is far too noisy as are the 
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people across the hallway. They have too many parties and songs and 
activities to please her. The administrators are fine and friendly; 
the nurses good but busy. But the food . . . "as soon as I can I’m 
going to get away from here. (It’s been) very disappointing to me; I 
didn’t pick it out, ay brother did." 

A farther area of anxious concern to the patient is her rapidly 
declining economic resources. Her brother told her recently that her 
savings are nearly gone and she was going to have to get into her bank 
account. "I about collapsed out in the lobby when they told me how 
many thousand dollars you can use up in a short time." (Miss K. was a 
private pay patient.) Her brother "has offered to get me on welfare, 
but I felt being on welfare was being ..." She resists the idea, 
t h ou gh she may have to accept it. 

The patient came into the hospital due to a nervous condition. 
Her brother wrote that her reaction when confronting the need to enter 
the hospital was one of being mentally disturbed. She said she was 
afraid of losing control of her mind. The indications of concern were 
more of a sense of futility with her life, with a sense of dissatis¬ 
faction with the way things are. 

"I’m just ready to give up. I don’t have any desire. I’m 
just waiting for the end and I feel horrible about it. You can’t 
have any pleasure here, you know, and I’m too old for that any¬ 
way, so I’m just giving up." 

She claims not only does the thought of dying not bother her, 
but she would welcome it.. "I know I’m horrible because I’m not inter¬ 
ested in but one thing, and that is to get out of this miserable world. 
I think 85 is long enough to live." 
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So far as the current meaning of religion to here, there is 
none. She mentioned having attended Methodist and Baptist churches 
•while in Redlands and concluded, "But for me, it’s gone—no interest." 

In the same interview she referred to a religious book of her roommate* s 
that she was reading. "It’s kind of making me ashamed of myself. I 
don’t know what I’d do if I had a real problem. ..." The meaning of 
this statement was not probed, but it would seem that the book was 
giving her the same word-lashing as her religious sister-in-law and may 
well be rejected. It may, of course, have been read because the room¬ 
mate pressed it upon her. 

MISCELLANEOUS INSIGHTS: 

Miss K., in light of her definite unhappiness with life, would 
probably feel dissatisfied with most of life, past, present, and 
future. She may hold some positive feeling about life as she enjoyed 
it before retiring. 

In the responses to the Life Satisfaction Index, Miss X. indi¬ 
cated a sense of satisfaction on only 7 of 20 statements. Dissatis¬ 
faction was indicated on 7 statements as well and on 6 statements she 
was undecided. However, 5 of 6 undecideds were the last 5 statements 
on the questionnaire, which would raise the possibility of a lapse of 
interest. If these were omitted, the balance of indications would be 
identical. Satisfaction was scored on 7 of 15 statements, dissatis¬ 
faction 7 statements, and undecidedness on one. Analyzing the 
responses with reference to time, Miss X., in looking back over her 
life, scored satisfaction with 2 of 6 statements, dissatisfaction with 
two and undecidedness with two. In considering the here and now, she 
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scored 5 of 12 statements as satisfied, 3 as undecided and 4 as dis¬ 
satisfied. With reference to future expectations. Miss K. scored 1 
score as dissatisfied and 1 score as undecided. 

The ambivalent feeling alluded to in the case study would seem 
evident in the LSI. Kiss K. has seen many of the things she prided 
herself on removed—her work, her autonomy, even somewhat her friends. 
Yet she feels that she ought to be doing things she is not and realizes 
how much better off she is than many patients around her. Still in the 
initial period of adjustment to institutional living, this long-time 
independent maiden lady is tom between desire to accept her new 
circumstances and to remain aloof from it all. Her relation to her 
brother and the paradox (Eric Berne*s game "wooden leg") of needing to 
"be sick" to justify a withdrawn social pattern seems to extend the 
period of "indecision." 
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CASE STUDY NO. 9 

Two interviews were held with the patient. The patient was 
resting on her bed on each occasion. Mrs. Mary 0., 84-year-old widow, 
entered the hospital about 13 months ago, coming from a nearly community 
hospital where she had been taken following a serious accident with her 
electric car. Plainly dressed, fairly alert with a strong to normal 
affect in her manner, Mrs. 0. was very cooperative throughout the 
interview. 

OPENING SUMMARY: 

A person long independent in thought and action rankles under 
the regimen of hospital routine. Mrs. 0. resents deeply her doctor*s 
refusal to let her return to live in her mobile home. On the eccentric 
order, if not a bit senile, she maintains a rough-and-ready kind of 
exterior unhappiness toward being in the hospital, yet highly enjoys 
some of the activities there. Having been a patient over a year, the 
continued resistance to accepting institutionalization either reflects 
an extra strong will to live alone or a lack of awareness as to her 
condition. 

PHYSICAL HEALTH: 

Mrs. 0. physical condition chiefly centers in the residual 
effects of the accident last year in which a man ran into her in her 
electric car. She was seriously injured, unconscious five days, had a 
broken shoulder, internal organs were juggled around with corrective 
surgery on then, and "her head was busted open," as she put it. She 
was kept under observation and special tests for two weeks at Los 
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Angeles County Hospital to watch for potential brain damage. There was 
none, so she was returned to this area to convalesce. Mrs. 0. feels 
fully enough recovered from all aspects of her injuries to live alone 
in her house trailer. Her shoulder still bothers her, but she has full 
use of it. Her head still has pains occasionally and her side still 
hurts, but she feels that she ought to be at home and insists that one 
of htese days she is going to be. "I can walk; I could take care of 
myself, but they won’t give me a chance." She has trouble walking 
since the accident. She did use a walker; now she deliberately goes 
without it. The doctor has told her she can never go home again. "Well 
I don’t care." 

La addition, she has some arthritis in her arms that bothers 
her if she writes too long or moves her arm too continuously. 

Recently, according to the charge nurse, she was informed by the doctor 
that she has "lateral cataracts with a non-functioning optic nerve," 
and this "greatly disturbed her." The patient’s only comment in this 
area was that she does not see quick enough to play the table games in 
the dining room, though she does watch TV and movies. 

In addition to this, the medical diagnosis lists: "diabetes 
melletes, cerebral scheris, chronic brain syndrome, and arterio- 
schlerotic heart disease and cervier syndrome." The suggestion of some 
disturbance of attention and depth of perception is evident in visiting 
with her for a time. 

SOCIAL HISTORY: 

Mrs. O’s husband passed away a number of years ago. A few 
years ago she moved from Palmdale where they had lived to Yucaipa to be 
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near her niece. In addition to this niece, another niece lives in 
Lakewood. A sister-in-law with whom she corresponds lives in South 
Carolina and some cousins live in Texas. The patient had a number of 
dose friends with whom she worked. Some of them come to see her and a 
number write her. The main social group and occupational role was her 
job as a hostess for twenty-one years at the J on a th a n Club in Los 
Angeles. The patient grew up in a very religious family, was baptized 
in the Christian Church and enjoyed religious activities as a young 
person. After marriage she stopped participating because her husband 
was not interested. 

CURRENT SITUATION AND ATTITUDES: 

Mrs. 0. has few dose relatives. She has a niece in Yucaipa, 
another in Lakewood, a sister-in-law in South Carolina and some cousins 
in Texas. The niece in Yucaipa looks after her aunt and handles her 
affairs. The niece has evidently made it dear that if Mrs. 0. cannot 
live alone, it will not work out for her to live in the niece*s hom e. 
"They have a grand home. I*d mess it up if I were there. They're gone 
so much—they go camping, sometimes in summer a week at a time. My 
niece said I’d be more lonely there than here, and there’d be no one to 
look after me." Yet in spite of what sounded like resentment, Mrs. 0. 
spoke highly of the niece. "She takes care of me. If I need anything, 
she takes care of it (talk over personal problems?), yes. She*s a fine 
girl." Mrs. 0. corresponds with the sister-in-law in Carolina regu¬ 
larly and remarked that she would like to visit her. 

When working in Los Angeles, Mrs. 0. developed many friend¬ 
ships, with a number of whom (judging by the paper sack full of letters) 
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she has continued to correspond. In addition, two or three of the 
■women she had -worked with come to see her two or three times a year 
(they came for her recent birthday). Friends from the Yucaipa area may 
visit her also—no mention was made of this, but Mrs. 0. summed up her 
feelings saying, "I've got lots of friends." Mrs. 0. has made no close 
friends within the hospital, however. "I’m afraid to make new friends 
—something in here (indicates heart or chest) tells me, 'don’t.'" 

She does not like to see the conditions, the inability of the patients. 
"I don't want to visit with the patients. Do you see the human suf¬ 
fering and conditions? They're all that way." 

The patient desires strongly to leave the hospital and live in 
her trailer. She wants to be on her own. The nurses indicated that 
the patient is bothered by the fact of a set routine, meal schedule, 
baths, etc. Another factor that makes the hospital unpleasant is the 
presence of the sick and disabled as we noted just a moment ago. "It's 
difficult enough to sit here. When you see all the crippled and sick, 
you just know it's the devil's workshop." Her roommate talks to her¬ 
self. A lady up the hall is likely to holler for hours until her 
daughter comes and gets her to go to sleep so other patients can get 
some rest. 

Certain aspects of hospital life are agreeable to the patient. 
Physical recuperation since a year ago has been steady. Mrs. 0. re¬ 
ported enjoying the crafts class, Monday movies, the religious pro¬ 
grams, and watching TV. Especially, Mrs. 0. reported enjoying the 
monthly birthday parties. They have good refreshments and it is a lot 
of fun. She looks forward to it each month. Also, she feels very 
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highly about the workers in the hospital. "People here have been good 
to me. I oughtn't to say anything—they’ve been good." 

RELIGION: 

Mrs. 0. has become as involved in religion since coming to the 
hospital as at any time in her life. She usually goes to the church 
and Sunday School programs and the songfests, though she cannot sing 
anymore. She likes to hear the different preachers. She feels the 
church is doing good with these services. Her niece reported that Mrs. 
0. prays a lot for help, though no indication was given by the patient 
of the benefit she derives from this. 

MENIAI/EKOTIONAL: 

The affect was appropriate for the flow of thought throughout 
the interviews. She was joyful about the recent birthday party and 
visit by her friends and two nieces. She verged on tears telling about 
her accident and later telling how good everyone has been to her. 
Despite a strong desire to be out of the hospital, any kind of depres¬ 
sion was sublimated by anger. Mrs. 0. was mad at the doctor for 
telling her she would never go to her trailer to live. She expressed a 
strong negative reaction to this. "Since he (the doctor) told me I 
can’t go home, I hate myself. I hate living." Regarding this comment, 
is it possible that she blames herself for having gotten an electric 
car that resulted in her accident? 

Mrs. 0. exhibits good insight into her relationships in the 
hospital. She understands the reasons why the doctor has forbidden her 
to live alone in her trailer. Yet her determination is to return to 
the trailer. 
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In regard to facing the future, Mrs. 0. feels there is little 
to look forward to. She claims not to be afraid of dying and would not 
mind dying today. life is over, so far as she is concerned. 
MISCELLAI-!EOUS INSIGHTS: 

The LSI showed only 7 statements of satisfaction out of 20; 10 
were dissatisfied and 3 were uncertain. Analyzed with reference to 
time, the patient, in looking back over the years, scored 4 dissatis¬ 
fied, 2 satisfied. With reference to the present, she had 5 satisfied, 
5 dissatisfied and 2 uncertain responses. Of the two future looking 
statements, one was dissatisfied, the other was undecided. Mrs. 0. may 
well be more basically unhappy with life than she appears, though it 
may be a general frustration emanating from her dependent status as a 
patient. 

Mrs. 0. finds satisfaction in the continuation of certain long¬ 
time work-friendships. She also carries on active correspondence with 
several friends. She, of course, has her niece dose by to care for 
her. She enjoys certain activities. 

On the other hand, Mrs. 0. resents the loss of personal freedom 
in being in the hospital. She is unhappy with all the sick and suffer¬ 
ing people she sees. She feels life is over with and she is just 
hanging on. 
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CASE STUDY NO. 10 

Two interviews were conducted. On the first occasion, the 
patient was at the nurse*s desk, so the nursing office was used, thus 
giving optimum privacy. The second interview took place in the 
patient’s room about three days later. Mrs. Hazel V. is a 79-year-old 
housewife who has been in and out of hospitals most of the past two and 
one-half years, though die had finally gotten into the present hospital 
just fourteen months ago. She was dressed plainly and has a volatile 
but beneath it a friendly temperament. She is fairly alert, somewhat 
slow in response and exhibits an affect appropriate to the discussion 
at hand. She was very cooperative. 

OPENING SUMMARY: 

The case of a patient who is still connected to a network of 
relationships in the community outside the hospital would seem to 
result in a general satisfaction. Her husband keeps her informed daily 
regarding what is happening. Friends visit, her family writes, but 
still the Life Satisfaction Index suggests more dissatisfaction than 
satisfaction. A current conflict and state of tension with a roommate 
may color the feelings of a person who is otherwise busy, whose health 
is reasonably stabilitzed and who is surrounded by a network of sup¬ 
portive relationships. 

PHYSICAL HISTORY: 

The patient has faced a two-and-a-half-year period of unsteady 
decline in health and stamina. The first signs were when the patient 
developed stomach trouble and later a mild asthmatic condition. A 
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doctor’s note during the period indicates "marked, loss of memory and 
marked increase in senility as of late." Mrs. V. feels that she was in 
bad condition when she first came to the hospital but sees a great im¬ 
provement now from the way she was. The one exception to this was a 
period of emergency surgery for a bowel obstruction about three months 
ago. The nurse reported that Mrs. Y. went through mental stress at 
that time. A new diagnostic statement at that time indicated the bowel 
obstruction, the asthma, and cerebral arteriosclerosis with senility. 

The only evidence of this latter condition in two interviews was a 
lapse of line of thought once or twice and a fixation on going home 
"one of these days." Her husband noted, "It is hard for her to realize 
that she is not able to care for herself in her own home. The fact is, 
she doesn’t KNOW her condition (general failing health at age 80)." 
SOCIAL HISTORY: 

Born first of eleven children in a long-time Maine family, Mrs. 
Y. grew up in a very close-knit family. She reported, "I got the worst 
disposition of any of them." The story of her pinning her older brother 
to the schoolhouse floor is part of the family lore. Having lived in 
the Yucaipa community eighteen years, Mrs. V. has many friends among 
those in their trailer park, in the church and among the wives of the 
Lions Club. Mrs. Y. let her husband do most of the social activities 
for them. He was in lions Club, on the Election Board, Chamber of 
Commerce and the School Board. "He’s always been involved. (Have you 
also?) No. I just . . . tag along behind." Raised a staunch Quaker, 
Mrs. Y. has never lived where there was a Quaker Church in the commun¬ 
ity. In Yucaipa they have attended the Christian Science Church, 
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though her husband comments, "She*s not radical on the Science teach¬ 
ings." 

CURRENT SITUATION AND ATTITUDES: 

The most important relationship to Mrs. V. has been and con¬ 
tinues to be her husband. He has been the active leader in the com¬ 
munity and continues to be so. Mrs. V. commented that ■when Mr. V. 
comes, "He gives an account of himself. You have to have something to 
talk about." On the information sheet he returned, Mr. V. responded to 
the question, "Does the patient tend to confide personal problems in 
you or some member of the family?" with "No. Never any more than the 
general conversation." Whether this suggests that the patient has no 
real problems or that she does not talk with her husband about them is 
not clear. The interviews as a whole suggest that she does have 
matters about which she is concerned. Mr. V. is in every day and some 
member of her family writes nearly every day. Her first comment each 
day, Mr. V. reports is, "Which of ray family has written today?" 

Many of the friends in the community stop in or drop her a 
line. She received over 100 Christmas cards and 100 birthday cards. 
Mrs. V. does not feel lonesome. One good friend at the trailer park 
will cook her something occasionally when she gets hungry for it and 
bring it over. "It helps a lot to have friends like that," she 
remarked. 

In the hospital Mrs. V. goes about visiting with those who are 
able. Though she does not feel any of the relationships are as close 
as some of those ‘outside,* she still likes a number of the patients 
very much. In the first interview (held in the nursing office), Mrs. 
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V. expressed a good deal of anger about a roommate who dominates every 
conversation with every visitor. As she talked about it, she concluded 
that it does not do any good to complain about that. There is nothing 
that can be done. She added that it was bothersome but not unbearable. 
On the second interview the one roommate managed to "pass by" her bed 
and respond to at least one of the questions for her. The anger Mrs. V. 
felt was not expressed but turned under as she thanked the lady for 
helping her out. The undertone was clearly one of anger, however. 

In addition to having roommates one did not ask for, Mrs. V. 
felt that the food lacked variety and taste part of the time. "It's 
the same breakfast cereal day after day and the vegetables are often 
soggy. She felt that she got along fairly well because she is always 
hungry. Seeing the different patients in such pathetic condition is 
upsetting. The worst to Mrs. V. are the mentally ill who talk day and 
night. Another "worst part" to Mrs. V. are the patients who could go 
home if there were someone to look out for them. 

Mrs. V. has an appreciation of the hospital. "I never wanted 
to go (to the hospital) but ... my state of health was bad. I was so 
much better after I came." She feels the management and care is excel¬ 
lent. She takes part in the various programs, enjoyed the arts and 
crafts activities as they had a wonderful teacher. Mrs. V. would like 
to see them do some ceramics work, "but I don’t want to start in on 
that. I don’t intend to be here that long." She finds herself busy 
most of the time. In fact, she does not have enough time for every¬ 
thing. 

One of two worries Mrs. V. verbalized was the cost of being in 
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the hospital (her bill is partially medical funded, partially private). 
Her husband reported that she worried about it costing them so much; 
that their savings would be used up. He commented, "Well, there is a 
lot of truth in this thinking. I believe I have paid off the mortgage 
on a couple of doctor’s homes, two drugstores and I know a half-dozen 
clinics and laboratories, but I never bring up the subject of moeny 
with ry wife—never." While not expressed by the patient, this comment 
seemed to give an insight into the feeling hospital patients have who 
do worry about finances. 

The other worry or concern Mrs. V. noted was detected in her 
remark about the future of her health. When asked what will happen, 
she responded, "I’m not looking forward to it with any pleasure. 

(Pause) But I hope I can continue on." Asked if she worried about being 
an invalid or burden, she said, "I think it bothers everyone; I try not 
to think of it." 

The only effect on her outlook on life that being hospitalized 
has caused is to be thankful for what she has. "There are so many 
worse off than you that you’re thankful for your situation," she 
commented. 

RELIGION: 

This is an important part of her life. Most important, Mrs. V. 
said, is the belief that God will look out for her. When she was first 
in the hospital and so sick two years ago she got so many cards from 
friends and neighbors saying they were praying for her. Even the 
Catholic priest across the street was praying for them. It made the 
difference. As was noted earlier, she feels that she is different 
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person now because of the prayers that helped her to recover. 

The domineering roommate with whom Mrs. V. is in conflict is a 
religious enthusiast. Recently, Mrs. V. had been told by her roo mm ate 
not to attend services if her cold (asthma) was bad. She went to the 
latest service,though she had not gone in a long time before. It 
seemed that this is a typical illustration of the stubborn determina¬ 
tion of the patient not to be domineered by her roommate. 

Mrs V. believes older persons are more religious because the 
after life is c oming . She enjoys the church services but mare the 
Sunday School program in the hospital. It does the most good to get 
them all going on a discussion. If the church did more, Mrs. V. sug¬ 
gests, they could visit more with patients. 

MISCELLANEOUS INSIGHTS: 

This patient would seem to be one of the best of the best in 
terms of satisfaction with life. She is not 100$ satisfied with being 
in the hospital, but feels a lot of support from everyone for her. 

The life Satisfaction Index, however, indicated something quite 
different. There were 18 completed responses (2 were omitted, probably 
overlooked). Of 18 responses, 5 indicated satisfaction with life, 10 
indicated dissatisfaction, and 3 were undecided. The degree of life 
satisfaction indicated then is not substantial (5 of 18). 

Analysing the responses with reference to time showed the 
following: looking back over time, there was 1 indication of satis¬ 
faction, 4 indications of dissatisfaction and 1 uncertain. In terms 
of the here and now, there were 4 satisfaction responses, 5 dissatis¬ 
faction responses and 1 uncertain. With regard to an expected future. 
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there was 1 dissatisfied response and 1 uncertain response. 

The patient’s interview indicated a much greater satisfaction 
than the scores on the index reveals. Whether this is greatly affected 
’ey present concerns (for instance, the unhappy relationship with a room¬ 
mate which began only two months ago) or whether this is related more 
to the institutionalization or to her general decline in health, we do 
not know. 

The patient exhibited satisfaction with a number of things 
during the interviews. Her continuing contact with her family in Maine 
and elsewhere, her faithful husband and his care for her, her progress 
in regaining strength, her friends in the area who keep in touch, and 
her religious faith. 

She indicated dissatisfaction only in the conflict with a room¬ 
mate and with not being at home yet. Perhaps the positive experiences 
outside the hospital linked to her continuing hospitalization is 
resulting in a basic unhappiness that is avoided by "looking ahead 
toward going home." 
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CASE STUDY NO. 11 

Two interviews were held with the patient, one day apart. The 
patient and her roommate were both on their beds each time. The 
patient does not get out of her room very much because of her illness* 
Eer roommate is veiy verbal and tends to dominate. The information and 
feelings reflected by the patient were doubtless colored by her room¬ 
mate’s presence. The interviews were done as joint interviews, so both 
patients were invited to respond. Mrs. Mary J. is an 83 -year-old widow 
who has been in the hospital most of the last two years. She was 
dressed conservatively and was rather meek in her initial statements, 
though she spoke more freely as they progressed. She was cooperative 
throughout the interviews. 

OPENING SUMMARY: 

A patient with slowly incapacitating illness can readily see 
her need for hospital care. Being, by apparent personality, a very 
dependent person, she would seem to accept the dependence of institu¬ 
tional care very well. Being further subject to a dominating roommate, 
even this would seen to fit her dependent behavior pattern very con¬ 
genially. Yet all of these supportive forces do not necessarily add up 
to any significant sense of satisfaction. Could it be that a strong 
dependency on others, such as illness and hospitalization tend to 
encourage, lacks the sense of security needed for life? 

PHYSICAL HISTORY: 

The primary problem of the patient is a slowly progressing case 
of Parkinson’s Disease, for which she was first hospitalized two years 
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ago. In addition, the medical chart diagnosis reads: cerebral and 
general arteriosclerosis, diverticulosis colon. Though not yet bed¬ 
fast, Mrs. J. spends most of her time on her bed, venturing out for 
only a few activities. For several months she had done little writing 
because of shaking. 

Mrs. J. knows that her Illness is incurable and accepts that. 
She has learned to live with it so far. The hospital setting is 
needed and makes her feel secure regarding her illness. n I don’t know 
what I l d do without this place. I’m the happiest person in Yucaipa." 

Suffering from a case of hives after entering the hospital, 

Mrs. J. prayed frequently and steadily until they were cured. She 
feels that prayer may help her Parkinson’s disease also. 

SOCIAL HISTORY: 

Bom in Kentucky, Mrs. J. grew up there and married her husband 
in Louisv ille . John, her husband, was a professional cellist whose 
travel took them from Louisville to Cincinnati where, after four years, 
"I decided it was quite a strain," so they moved to Omaha where John 
played and taught cello thirty-plus years until he retired. "That was 
the best, most beautiful part of ny whole life." They moved to Cali¬ 
fornia to be near their only daughter. They had no other children or 
close family. 

Mrs. J. remarked that she was thankful for having had such a 
good husband, such a fine home and such an obedient daughter. Mr. J. 
had cared for her mother who lived with them as though she were his 
own. 

Friends were few over the years and contact with them in later 
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years lias continued, with only one or two. Most friendships were part 
of John’s teaching—parents and pupils. The church was one social 
group they shared, though there may have been others not mentioned in 
the interviews. 

Mr. and Mrs. J. were both baptized and married in the Baptist 
church, in which tradition they remai n ed through the years. 

CURRENT SITUATION AND ATTITUDES: 

Mrs. J.’s only dose relative is her daughter, with whom she 
lived before entering the hospital. A friend in Omaha that she used 
to hear from occasionally she has not heard from now in a long time, so 
perhaps the friend is dead. No mention was made of other continuing 
friendships outside the hospital. 

Mrs. J. has made friends in the hospital. Her roommate and she 
visit a lot. She visits with one or two other ladies that stop by. 

When she first came to the hospital, she used to go from room to room 
and visit with the patients, cheering them up. 

Mrs. J. is fully satisfied to be in the hospital. She says a 
prayer of thanks for the nurses nightly. "Where would we be without 
them? All we do is put on the light and shortly you get help, and they 
do care for you here. They’re wonderful." Though she maintains that 
she is very happy, she does not come across as strongly so. Someone, 
presumably a nurse, urged her to take some medicine to be happy (an 
interesting remark about the function of medicine as seen try nurses, 
incidentally). She refused, saying she was very happy. She was placed 
in a board and care f acilit y for a time and came back to the hospital 
shortly. She "found life in a board and care home very disturbing," 
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the nurse reported. 

The nurse’s impression is that the patient is preoccupied with 
herself and her own needs; she is concerned with the nurses only in 
regard to her own care. The nurse reports Mrs. J. enjoys one thing: 
"Resting l" 

There is a basic dependency need that being in the hospital 
fulfills. Mrs. J. expressed it religiously, but it would seem to des¬ 
cribe her attitude toward everything. 

"(Being in the hospital) you realize more trust in the Lord; 
you have time on your hands to think on all the human need and know how- 
much you need the Lord." This may be her solution to the unrecognized 
anxiety she feels about her illness. In terms of learning to live with 
her illness, she said, "I have, so far." Also, she said, as a number 
of the patients did, "You feel sorry for the bed patients and you are 
so thankful that you can get around." 

Religion plays a big part in the patient’s attitude. She felt 
it is very important to belong to the church and to love and serve the 
Lord. A life-long church at tender, she believes the Golden Rule or 
"live and do for others like you would like to be treated" is the key 
insight in religion. "We get so much for so little as Christians. He 
gives so much, and it’s not hard to be a Christian. Think good instead 
of bad. Being Christian is the best thing in my life. We need that 
most; we can get along without each other, but not without God." 

There is a passivity and cosmic dependence here that is anything but 
healthy. She believes greatly in prayer. Mrs. J. noted the way in 
which prayer helped her get over the hives. Regarding her Parkinson*s 
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Disease, she knows doctors say there is no cure, but she thinks there 
is. Prayer can change things. Of course, she added, at 83 she should 
not expect to feel like she did at 23. As she put it, "That’s not the 
way God plans it." But she seems to wistfully hope for a miracle. 

Given the context of her dependency approach to life, such a half-wish 
half-expectant attitude seems pathologically consistent. She and her 
roommate share a prayer (i.e., the roommate gives a prayer) each night 
and it helps her rest better. She enjoys it very much and feels better 
because of it. Mrs. J. does attend the religious services each week in 
the hospital. 

The one experience with which this all-embracing all-comforting 
God concept has not been squared for Mrs. J. may be alluded to in the 
memboiy of a funeral she recalls as a young person. A bad man had died 
and her unde had refused to verbalize judgment but said merely, "He’s 
in the hand of a just God." "What exactly that means to Mrs. J. can 
only be speculated upon, as she did not elaborate, but it h as remained 
a vivid memory through the years. 

HISCEIIANEOUS INSIGHT: 

The patient’s years of satisfied living as a housewife would 
seem to clearly represent satisfaction while these later days would 
seem to present a period of insecurity and fewer joys. 

The life Satisfaction Index score instead reflects more dissat¬ 
isfaction than one might have been led to expect. Of twenty responses, 
only 4 indicated a sense of satisfaction. Eleven statements indicated 
dissatisfaction with life, and 5 were uncertain. Analyzing the data 
by time sequence revealed as much dissatisfaction with the whole of 
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life as with the present or future. Looking back on life brought 1 
statement of satisfaction, 3 statements of dissatisfaction and 2 of 
uncertainty. Regarding the present, Mrs. J. gave 7 dissatisfied res¬ 
ponses, 3 satisfied responses and 2 uncertain responses. In reference 
to an expected future, she marked 1 statement dissatisfied and 1 
uncertain. 

A patient who has known years of happiness and who claims to be 
happy in her present situation can be very dissatisfied with life. 

This patient was alert and intelligent, yet there seemed to be a very 
poor lability; you push and feel like there was no push back again. 
Never expressed clearly, yet very present, was the sense of total 
dependence, a feeling that nurses might well pick up as being very 
self-interested or demanding. It may well be that one of the most 
comfortable things in the hospital to the patient is being under the 
thumb of her dominating roommate. This patient made the interviewer 
very apprehensive. 
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CASE STUDY NO. 12 

Tito interviews were held with the patient, one day apart. The 
patient was in her room with one of her roommates each time. The 
interviews were done as joint interviews and, as always, this patient 
dominated the interviews. Mrs. Ellen P., 70-year-old widow, altered 
the hospital about a year ago. She dressed plainly and spoke kindly 
though sometimes in a condescending tone of voice. She seemed quite 
alert with appropriate affect throughout the interviews. Initially 
suspicious of the purpose of the interview, she quickly became co¬ 
operative when she understood that it was in no way a critique of the 
hospital. 

OPENING SUMMARY: 

An outgoing dominating person with minimal health problems 
should seem to have difficulty accepting hospital life. This patient, 
in fact, does resent having to stay in the hospital, but her daughter 
cannot take care of her and work, too. This grievance and a sense 
of anxiousness when she sees the non-cognizant senile patients are 
countered only by an equally forceful belief in God’s help. 

The decisive manner in which her two roommates react to her 
suggests the strength of personality with which Mrs. P. canes across. 
The complimentary dominant-submissive pattern with one roommate seems 
to offer a positive role, along with a visit to other patients daily 
which Mrs. P. sees as her job. 

PHYSICAL HISTORY: 

The patient reports no serious physical health condition. She 
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came into the hospital because of a "bad gall bladder" and reported 
that for a •while she was under heavy tranquilizers. However, since 
that first period of time she has required no medication. The only 
precautions she observes is avoiding certain foods. The only addi¬ 
tional diagnostic data on the medical chart was: arteriosclerosis 
(forgetfulness). Mrs. P. felt very rejected by her family for being 
placed in the hospital and still "does not accept the fact that (she) 
needs to be here." However, she has resigned herself to it in part so 
that she can be where she will receive medical attention when needed. 
She realizes that she is not as strong as she used to be, for since 
entering the hospital she has not been able to attend church in the 
community. 

SOCIAL HISTORY: 

Mrs. P. and her husband lived in San Jacinto a good part of 
their years together. They had six children, four sons and two daugh¬ 
ters, all of whom live in Southern California. Mr. P. passed away in 
I960, but Mrs. P. remarked at one point that her life was taken up with 
raising the family. Of the daughters, one lives in San Jacinto, the 
other in Yucaipa. Before entering the hospital, she lived with her 
daughter in Yucaipa for two years. 

In her home church in San Jacinto, Mrs. P. claims there were 
a lot of friends. In Yucaipa she got to know fewer people. Converted 
in a country Baptist church, Mrs. P. has spent forty years in Pente¬ 
costal churches in:the West. 

CURRENT SITUATION AND ATTITUDES: 

Though she resented coming to the hospital, her daughter and 
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she finally agreed that it is easiest and best for her to stay there. 

She sees each of her children from time to time, though her daughter 
in Yucaipa looks after her mother’s affairs and helps her with her 
problems. 

Mrs. P.’s friends are few and scattered now. She still sees 
friends on occasion from San Jacinto and occasionally the pastor or 
some of the people from the local Four Square Church (where she and her 
daughter attended church) will come by. An extraordinary case of 
visitation is noted in that Mrs. P.'s Sunday School teacher from the 
Four Square Church comes by almost every Saturday to see her. She has 
come to look forward to the weekly visits. When she lived with her 
daughter she met many of her friends (the daughter is manager of a 
mobile home park), but since she is in the hospital and cannot, or does 
not, write, the range of relationships is limited. 

Mrs. P. does visit with many of the other patients. She con¬ 
ceives of this as her ministry and makes the rounds daily. (The daugh¬ 
ter noted that her mother began feeling better when she began her 
"ministry" to others.) There are also several friends in the hospital 
to whom she feels close. Mrs. P. learned from her first roommate, who 
just passed away, "the art of being outgoing in spite of your feelings." 

Mrs. P. had a difficult time accepting the hospital as her new 
home. She cried and cried, but began to improve after they took her 
off the tranquilizers. When she got over the idea that her children 
were rejecting her, she began to adjust to the hospital. Her first 
impression in the hospital was very depressing. "You see all the misery 
and realize the help people need. You’ve got to see them." Mrs. P. 
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comments, "It weakens your heart to see the misery there." On the 
other hand, she feels very good about the hospital—it is the best, the 
nurses are bringing a little light to others. Having assumed her daily 
"ministry," the daughter reports her mother feels needed and is much 
happier. 

Mrs. P.’s thoughts as to the future of her condition are that 
she hopes it will stay much as it is now. She hopes she will not 
become a burden or an invalid, but can pass away quickly. The idea of 
losing touch with life bit by bit bothers her. "You see some of these 
—their pride in the dust—lose all control of their body functions. 

How unhappy, how embarassing it must be; it would be to me, anyway." 

She is glad her mind is good. Asked if she worried about becoming 
quite forgetful as some patients do become, she responded, "Yes, but 
there’s nothing I can do." Mrs. P.’s whole philosophy is that keeping 
busy is better than sitting and worrying. In harmony with this was her 
comment of experiencing boredom as they do not do much in the home, 
though she takes part in all the activities that they have. 

Mrs. P. remarked that she looked forward to the final call. 
There was no fear. "There is a natural shrinking from death, but no 
fear of it." The only anxiousness she feels is because of a concern 
for how the family will suffer if she, as a patient, should become one 
of the miserable patients, deformed in mind and/or body. She noted 
that in such cases of incontinence, the patients do not really suffer, 
as they are not aware. The family suffers when they see this condi¬ 
tion. 

Mrs. P.’s religious interests are strong and definite. The 
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help every patient needs is in the Bible. It is abbreviated as belief 
in Christ and following the commandments. She enjoys especially atten¬ 
ding the worship services on Wednesday and Sunday. 

So far as what the church could do to better meet the patient* s 
needs, they could continue the present religious services, the visiting 
and talking. 

MISCELLANEOUS INSIGHTS: 

Mrs. P., as a highly verbal patient, exhibits some points of 
uncertainty as she considers these later days of life. She may well 
cover her insecurity by her much speaking. She should show some satis¬ 
faction with all of life, past as well as present and future. 

In scoring the Life Satisfaction Index, Mrs. P. reflected a 
positive satisfaction in 12 of 20 statements. She reflected dissat¬ 
isfaction in 7 statements and uncertainty in i. Looking at the index 
from a time perspective, the greatest satisfaction was seen in past 
experience. Looking back, Mrs. P. expressed satisfaction in 5 state¬ 
ments and dissatisfaction in 1. In regard to the present, she indi¬ 
cated satisfaction in 5 statements, dissatisfaction in 6 statements 
and uncertainty in 1. In reference to an anticipated future, the 
patient expressed satisfaction in both statements. As a whole, Mrs. P. 
indicated a greater satisfaction with life than she tended to express 
in the two interviews. The interviews were, of course, chiefly focused 
on the present, which could account for the feeling of discontent 
conveyed. 

Mrs. P. has a generally stable health condition. She faces no 
particular pain or illness, merely the need to remain a hospital 
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patient in order to be where she can get medical care if needed. She 
has made a number of friends in the hospital and feels useful in part 
due to her daily visits to most of the other patients. Actively reli¬ 
gious, she is pleased with the religious emphasis there. 

Her major unhappiness is a continued feeling that she could get 
along as well and enjoy herself more living again with her daughter. 
Another major problem, probably unrealized, is her tendency to dominate 
those close to her. Her roommates know this. One accepts it; the 
other rebels. 
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CHAPTER IV 


A PROFILE OF THE OLDER PATIENT 

PHYSICAL CONDITION 

The stereotype of senile eccentric older people in convalescent 
hospitals is not too well borne out in the patients interviewed. Of 
course, the two fac ili ties had a sizeable number of such patients in 
varying degrees of illn ess but the half dozen patients from each 
hospital represent the healthiest ten percent of the patients there. 

It is hopeful that the attitudes of these patients on many matters will 
be reflective of the remainder of the patients who might in any signif¬ 
icant way be affected by a religious ministry, though it must be 
recognized that the attitudes of our sample may approximate only the 
views of the relatively healthy, relatively stable perhaps one-third 
to one-half of the hospital patients. To develop a specific ministry 
based on the needs of the senile erratic often-drifting-in-and-out-of- 
reality patient would be a different undertaking all together, though 
even then many of the attitudes about themselves, their situation and 
the institution might be highly similar. Communication with such 
patients poses a serious barrier, however, and any response is probably 
more impaired. 

The patient samples represented a wide range of physical 
impairments. Primary diagnosis given was the same in only two pairs 
of cases (two arthritis, two stroke convalescence) and these were 
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quite different from one another in overall condition. Two patients 
were terminal, one with cancer, one with Parkinson’s disease. At 
least three patients (a fourth of our sample) had only a negligible 
health problem, at least insofar as any primary diagnosis is concerned. 
One had occasional high blood pressure, one who had recovered from a 
prior surgery suffered a mild asthmatic condition. One had some gall 
bladder discomfort but no effects in the year since she entered the 
hospital. A fourth patient was an amputee who was unable to live alone 
since his limb loss five and a half years previously. These three or 
four patients conceivably could be living outside the institution if 
a home or family were available. One patient had gone to a board and 
care facility, but had returned to the hospital. Two patients were 
potentially recuperable, making progress with reference to their 
secondary diagnoses. Four other patients were subject to some perma¬ 
nent health condition which was evidently stabilized at the time of 
the interviews. About half the patients seemed to be preoccupied 
with their health situation, though not to the exclusion of all other 
interests. 

In agreement with what this chaplain has observed in a 
university hospital setting, persons seemed to need hospitalization 
when a combination of two or more health conditions arose and coping 
became complicated. Eight of the patients seen had at least two 
diagnosed problems, and problems identified ran up to four diagnosed. 
This does not include the diagnosis of arterio-sclerosis listed in 
ten of the twelve cases. Persons with a complex of health problems 
were not necessarily experiencing any more discomfort than others; 
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their treatment and general care was just made more tricky and close 
oversight was probably helpful in keeping the person in a generally 
stable physical condition. What appeared initially to be blanket 
diagnoses of arterio-sclerosis, on closer examination proved to have 
some subtleties of distinction that matched the impression given by 
the patient rather closely. Two patients had no arterio-sclerosis 
diagnosis and three had only the phrase "A-S" or "A-S General." None 
of these patients revealed any behavioral affect other than perhaps 
a slight slowness of response occasionally. Five patients were 
diagnosed ASHD (Arterio-Sclerotic-Heart Disease), three of whom were 
additionally diagnosed for Hypertensive Heart Disease. These five 
persons, while they did not all exhibit marked personality affect, 
shoxved either some affect or had physical ailments that go along with 
arterio-sclerosis. In addition, three patients were diagnosed "A-S 
Cerebral," all of whom showed some slowness of affect. Finally, two 
patients were felt to have Chronic Brain Syndrome though each was 
functional and accurately oriented to time and place. 

There is no relationship observable between physical condition 
and length of hospitalization. The varied diagnoses were as mixed 
among the four patients that had been hospitalized less than a year 
as among the three that had been there in excess of two years. Perhaps 
a much larger sample size would reveal some pattern. 

The average age of the twelve patients was 81 . 25 * There were 
three persons 89 years old.' The health condition of two of these was 
such that, had they someone with whom to live, they possibly could 
have been out of the hospital. The youngest patient was 68 and 
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potentially rehabilitative. There were three in their 70’s, and the 
other five were 80 to 85. Three patients were nen. Nine were women. 
This somewhat resembles the sex balance among the elderly. 

FAMILY 

The family ties are one contact with ongoing life that older 
people can somewhat expect. Though there are undoubtedly cruel 
exceptions, as noted in chapter two, all of the patients interviewed 
except one (who had no family) see someone in their family regularly 
and turn to them as a personal confidant. 

Six of the patients had been living with immediate relatives 
prior to entering the hospital, four with one of their children, one 
with a niece, one with her husband. One could surmise that the amount 
of intergenerational sharing was bound to be higher under this kind of 
circumstance than either living alone or in the institution. On the 
other hand, the other six of the patients seen had previously lived 
alone. Of these six, four had prided themselves on being self-reliant 
and independent in maintaining themselves, though three of these had 
been living close to their relative confidant. It would seem rea¬ 
sonable that these would not accept hospitalization as did the previous 
six persons. We shall note that in examining the attitude toward 
institutionalization later on. 

The whole phenomenon of the confidant as presented in the 
literature (see Chapter II) seems very crucial to the survival of 
older persons. This seemed to be accurate of the patients seen. All 
but one patient had a close relative with whom they discussed their 
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problems, ■who managed their affairs and who advised them on a wide 
variety of matters. The literature suggested that lack of such a 
person in one’s life can lead to a serious state of depression. The 
most depressed person we interviewed was, indeed, the one patient who 
has no relatives nor any confidant, and whose life seemed rather 
solitary. In seven instances the confidant was a son or daughter, in 
two cases a niece, in one her husband, and in still another case, her 
brother. Only these last two were, of course, situations where the 
"confidant” was of the same generation as the patient. Many persons 
by their eighties have out lived their age peer relatives and ten of 
our twelve cases seem to reflect that. Yet the fact that in every 
instance where there was a family, a family member was the confidant 
points to the functional value of relatives. It is not as though these 
persons had no friends for, as we shall note later, the average patient 
had one to three friends whom they saw periodically. 

Another important part of the relation with their confidant- 
relative is seen in the frequency of contact. Five of the patients 
see their confidant every day. Five others see their son or daughter, 
etc., with unspecified frequency; judging by indirect references, this 
would seem to be about two or three times a week. One man sees his 
son each week and his daughters less regularly. The daily contact of 
several patients and the multi-weekly or weekly contact of others cer¬ 
tainly does not support Strauss’ image of the abandoned nursing home 
patient. Of course, here again it must be remembered that these are 
the most able ten percent of the hospital population. Whether the 
frequency of contact will continue if the patient becomes markedly 
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senile, incontinent or physically disabled remains to be seen, but 
certainly the frequency of contact seen here is substantial nearing 
heroic and perhaps unnecessary to some extent. It would be interest¬ 
ing to know, given a larger sample size, whether those whose close 
relatives come multi-weekly experience any less life satisfaction 
than those whose relatives come daily. In most instances, it appeared 
that what the confidant did for the patient was little things; that 
is, the hospital took care of bigger needs of the patients—only 
little things or personal matters were not looked after by the insti¬ 
tution. It seemed that the key function of the frequent contact with 
the relative was an emotionally supportive function. 

The marital status of most of the patients was typically 
reflective of the institutionalized older person. Bight of the 
twelve persons were widowed, all for considerable lengths of time. 

The impression gained was that none of the persons had entered the 
hospital after losing a mate and thus being unable to carry on alone. 
This fact contrasts frith some studies of the cause of institution¬ 
alization (see Chapter II). Two of the patients were still married— 
one was visited daily by her husband; in the other case, husband and 
wife had happily gone their own ways years before and now both were 
patients just three or four doors apart in the same hospital. They 
kept informed about one another’s condition through their two daughters 
who looked after both of them. Finally, two of the patients had never 
been married, one a bachelor former laborer and the other a maiden lady 
who had been a business secretary. That their family relations would 
be somewhat different than others is to be expected.^ 
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an in all, the continuance of family ties seemed to be steady, 
at least with the confidant. How frequently the other children in the 
family or other relatives come to see the patient was not clear. 

Same evidently do come rather often, while others may not. Where 
children live nearby or within a one or two-hour drive, the possibility 
of continuing some sort of parental role relationships seems stronger, 
yet again, this depends upon the family member coming to the patient 
and very little vice versa. 

The quality of ties with the family often appeared to be one 
of dependence by the patient upon the child, niece, etc. The 
youngest patient (Case Study No. 4) was very conscious of this shift. 
n I told my daughter, now I’m her child. She’ll have to look after 
me." At the same time, the daughter had reported that her mother had 
been most upset about not being able to handle her affairs and run 
her life since being sick. With the same patient and one other, the 


“The relation of Miss K. with her brother and sister-in-law 
is a vivid example of the problematic side of a confidant relation 
(see Case Study No. 8 under Current Status and Attitudes). It would 
appear that the manner of the sister-in-law’s approach to the patient, 
far from leading to greater outgoingness, leads to reactive with¬ 
drawal because of "my condition" (i.e., nerves). 

A second fascinating and unusual example of the extended 
family being supportive and a very real factor via letters is with 
Mrs. V. (Case Study No. 10). With family (no children of their own 
but sisters, brother, nieces and nephews) in New England and scattered 
West across the country, Mrs. V. hears from someone of them nearly 
every day. She writes back most of the time and the lively communi¬ 
cation provides a clear sense of identity for her. Apparently this 
has been a lif e-long pattern. With Mrs. V., another dimension of 
family meaning is vicariously through her husband who, though older, 
is still active in two or three community organizations and who keeps 
her informed as to what is happening in his daily visit. 
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nurse reported that occasional upsetting influences were when the 
children were quarrelling with each other. The inability of the 
parent to intervene was a problem, it appears. In one instance, the 
mother has retained the position of being the "pray-er" for her family. 
When someone has some problems, mother is asked to pray for them. 

FRIENDSHIPS AND DISENGAGEMENT 

In attempting to present a profile of the friendships of older 
persons, we immediately touch upon four interrelated factors that are 
separated only academically for our presentation. The interwoven 
complex of friendships, disengagement, institutionalization at least 
regarding the maintenance of previous ties, and the intensity of new 
ones, and the affect of physical condition cannot finally be separated. 
We shall attempt to picture the older patient with the dynamic of 
these at least partly separated. 

The amount of direct contact with friends outside the hospital 
(we shall consider mail and telephone contact shortly) is a clue as to 
the extent of affective continuing relationships. Three patients 
reported that they had many friends in the community but found it 
difficult to continue the friendships. In Mr. C.*s case, because of 
difficulties stemming from a broken hip and failing voice and hearing, 
he no longer "felt up to entertaining them." Clearly this concept of 
friends is contrary to what was suggested in the Cumming-Henry study 
of the older aged, i.e., a sense of the usefulness of friends. How¬ 
ever, being in an institution may lessen the need for "useful" friends. 
Mr. M., whose son came to see him weekly, was able to go out and visit 
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frith some of his friends each time the son came and as he remarked, 
"that helps me out to beat the band." ilrs. S. was cut off from the 
club and organization friends she had had by being in a hospital 
thirty miles from where she had lived in order to be near the daughter 
who looked out for her. Though a few came to see her from time to 
time, she felt effectively isolated. 

Five or six patients reported one or two or three friends who 
came to visit them. The frequency of visits is somewhat affected by 
the distance they must come. The friends of one lady drive out from 
Los Angeles two or three times a year. Another’s neighbors in the 
trailer park she lived in, particularly one or two of them, stop in 
fairly often. One lady goes out to her church nearly every week and 
probably renews friendships there. Only two patients had no friends 
outside who came to see them. One gave no impression of any personal 
contacts outside the hospital other than her daughter. The other 
patient, a very active friendly patient in the hospital, made no 
attempt to continue outside friendships after she entered, since she 
could not write. 

One Sunday School teacher in a patient’s church stops by nearly 
every Saturday to see the patient. There are problems in maintaining 
outside friendships in the hospital. The institutional factor is one 
(see Chapter H) element including a negative image of convalescent 
hospitals in the minds of many which creates a resistance to coming. 

The setting of institutional life tends to mitigate against a normal 
socializing. Patients are not free to come and go as they will, when 
they will, nor do friends feel free to drop in whenever they wish (even 
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though the two facilities seemed very flexible regarding these matters). 
Even such a thing as telephone service was problematic, as two patients 
pointed out. The telephones were pay phones and they were at a height 
impossible for wheel chair use requiring a person to stand the whole 
time he was making the call. 

The possibility of keeping in touch by letter writing seems 
directly related to physical health. Five patients cannot write at 
all. Two other patients reported difficulty in writing because of 
their conditions. Two patients simply had no one they cared to write 
to. Only three patients apparently wrote many letters. Two of these 
wrote often to family and friends; one wrote but preferred to telephone 
if it were not so unhandy. It would seem that letter writing, a casual 
form of communication taken for granted by many of us, is not a 
generally helpful way for convalescent hospital patients to maintain 
contact with people they know. 

With former friendships problematic at best and declining in 
number as time moves on, many patients develop friends among their 
fellow patients, most often with roommates. Though quite a bit of 
visiting takes place among those able to do so, without exception, all 
patients considered the friendship ties as less intimate and more 
general than those they had shared outside. While four of the patients 
reportedly associated or visited very little with other patients, at 
least did not initiate interaction with others, the other eight patients 
reportedly visited in general with others. Only one of these—a 
positively adjusted five-year patient—reported having three pretty 
good friends. 
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Factors mitigating against more friendships and visiting among 
the patients included a host of physical problems. Mr. C. (Case Study 
No. 6) just did not have the stamina to feel like it. Also, hearing 
and speaking well enough to be heard is a problem to many. Joe N. 
remarked that patients constantly asking, "What, -what?" made him 
so nervous that he quit trying to visit with others. The "nerves" 
problem of one patient, a frequent sense of dizziness resultant from 
the illness of another, and the effect of cerebral arterio-sclerosis 
of two others undoubtedly adds to the difficulty of the communication 
needed to develop friendships among patients. In a word, then, the 
most available people for new friendships are the fellow patients in 
the hospital, and yet the factor of failing physical strength and 
perception make this a very trying matter. 

Closely tied to all of this is the patient* s sense of vitality 
which can be related to disengagement theory. Allowing that for eighty 
year-old hospital patients many aspects of disengagement process have 
occurred, nonetheless, as a concept of psychological energy use, I 
would like to suggest the critical importance to the patient of the 
disengagement from meaning or what could be called the loss of identity. 
That is to say, every person has that aspect of life which gives 
meaning to his life, i.e., that by means of which he normally sees 
himself. "When, by choice or accident, he is cut off for all practical 
purposes from that in life by which he has identified himself, we can 
say that identity disengagment has occurred. It may be a permanent 
cut-off or it may be a problem of modifying some activity in life. To 
some persons with several basic drives, disengagement from one pursuit 
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(such as vocational retirement) may open up new chances for a sense of 
identity. For some, this identity is found in the ability to remain 
in dynamic contact with significant friends or relatives. For others, 
it may lie in being able to continue or modify satisfactorily the 
previous life style and habits. 

For Joe N., the amputation of a leg symbolized the end of his 
independent life style. "I said to myself, ‘no more fishing,*" he 
reported, and the feeling of being useless grew from that time. 

Three other patients saw their sense of identity in being 
able to live alone and be independent. Again, Mrs. S, had found her 
sense of meaning in her social groups. Mrs. S. sensed a distinct loss 
of identity in not being with her club friends. Miss K’s loss was in 
another direction. She seemed to have had an identity as a business 
woman, which identity was now gone. She had unsuccessfully attempted 
volunteer work as a substitute identity for a time after retiring. 

For Mrs. the sense of identity amid a matrix of family ties was 
continuing at least as long as she could continue to write back and 
forth to them. For Mrs. J. (Case Study No. 11), the sense of identity 
had been strongest as a housewife and mother. It had gradually 
diminished as her daughter had grown up, her husband retired, and later 
passed away, and Mrs. J. became sick herself. Mr. C.’s situation seems 
to be an instance of retaining a viable sense of identity as an active 
and retired professor in an academic community for probably fifteen 
years or more. About four years before the interviews (that would have 
been at age 85 or so), his failing health and strength began ot hamper 
his life style. With his fall and subsequent hospitalization, his 
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identity as a professor was pretty much gone. 

For different patients, identity disengagement came in 
different -ways and at different times. It would appear that five 
patients (Case Studies 1, 4, 6, 8 and U) were effectively disengaged 
from any significant present identity. All five of these patients 
were noticeably depressed (as we shall note shortly). By contrast, 
four patients were re-engaged, i.e., had found substitute identity 
roles or activities in the hospital (Case Studies 2, 3» 5 and 12) and 
three were retaining identity with friends and relatives outside the 
hospital (Case Studies 7, 9 and 10), one by mail, one both by mail 
and by vicarious fulfillment through her husband, and one by weekly 
visits outside the hospital. The extent to which these continuing 
identities were important is noted conversely by the fact that those 
experiencing "identity disengagement" were all depressed. It is this 
writer* s position that the object of social and/or religious programs 
for convalescent hospital patients should be to overcome the sense of 
identity disengagement, either by retianing prior identities or by 
substituting new ones. 

This is in general contrast to the stance of Cumming-Henry‘ s 
basic theory when it suggests either the desirability of disengagement 
or the inevitability of it as a total social state (see Chapter H). 
Half the sample of patients were not, in fact, disengaged from a 
meaningful identity. What does this say about "inevitability" when 
it is remembered that these were institutionalized patients averaging 
81 years of age? The five who were disengaged were depressed. "What 
does this say about the "desirability" of disengagement? Granted the 
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concept of disengagement I have employed (identity disengagement) is 
more social-psychological than the original theory, it nonetheless 
seems to be an extremely useful concept in understanding the situation 
of elderly institutionalized persons. 

MMTAL/EMOTIONAL FACTORS 

As was just mentioned, five patients plainly were depressed, 
the same five who were disengaged. The kind of comments made support 
this apparent relationship well. For example, Joe N. (Case Study 
No. 1), the amputee, said, "I gave up everything after having the leg 
off. You don't care for nothing. I*m dead. I'm worthless." Mrs. S. 
(Case Study No. 4): "It hurts me to think that I J m in a place like 
this (the hospital). I've been so troubled. I just can't (sit in the 
hall), you see all these people. I just stop and wonder how it's all 
going to end up, whether I'm here till I die." Mr. C. (Case Study 
No. 6) has trouble hearing, speaking and thinking as sharply as he 
always has. "(My) voice is no good, the last two or three years it’s 
just gone to pieces like the rest of me. Everything . . . everything 
is just going . . . going." Miss K. (Case Study No. 8): "I'm just 
waiting for the end and I feel horrible about it . . . but I feel 
horrible physically. I'm just ready to give up. I don't have any 
desire." In addition to these, Mrs. J. (Case Study No. 11) while 
verbally claiming to be "the happiest person in this hospital" because 
it can take care of her came across in feeling, lability and general 
impression as depressed, a feeling the charge nurse also shared. All 
of the depressed patients except Mrs. J. had a negative feeling about 
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being in the hospital as one or two of their remarks indicated. 

In addition, all of these patients (except Mrs. J., from -whom 
there was no direct indication) had an accepting and ready attitude 
toward death—what one writer called the "welcoming" attitude (see 
Chapter H). The comments ranged from "look forward to it (less 
suffering)," to "no fear of death—ready to go" to "would like to lie 
down at night and not wake up." There were also three patients—not 
depressed—who plainly said they had no fear of death and four who 
either said they did not think about it or did not mention how they 
felt about death. 

Some of the comments regarding death seamed healthy and some 
seemed pathological. The comment of one patient (who had been quite 
ill a few months earlier) was that die felt no fear of death; an 
arrangements had been made; she had had a good life and was ready to 
go. On the other hand, two patients saw death as an escape. One 
remarked, "I know I’m horrible because I*m not interested in but one 
thing and this is to get out of this miserable world." The fact that 
four patients said the thought of death does not bother them or that 
they do not think about it, while four more made no direct mention of 
it, suggests that fear of death is certainly not a preoccupying 
concern of the patients. This generally agrees with studies of older 
persons* views of death (see Chapter H), but stands in contrast to the 
popular convalescent hospital image of older people sitting around 
waiting to die. In fact, one patient who had been quite ill recalled 
coming out of a depression (after she thought she was not going to get 
well again) with the remark, "I decided I wasn’t going to die so I*d 
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just as Hell live." The patients were not obsessed -with a fear of 
impending death. 

Despite a picture of economic insecurity among older people, 
there seemed little financial worry among the patients. In this 
researchers judgement the reason was that apparently nine of the 
patients were paying the hospital with some combination of pension 
or social security and medical-medicare so that if the rates were 
allowed to increase, the state payments would probably increase 
correspondingly. Two patients reflected a general money consciousness 
in a couple of their remarks and two patients who were paying a small 
part of the cost (over and above Social Security) were anxious about 
the cost to their family (the son in one case, the husband in the 
other). Miss K. was quite upset about how quickly her savings had 
been used up. In just four months they were nearly gone and she was 
facing the prospect of going into her back account with an awareness 
that she might have to go onto public funds, a thought she disliked. 

The hospital received the checks from state sources each 
month and was to give each patient a small allowance for personal 
expenses. Generally, the family seemed to supply anything the patient 
needed that was not otherwise covered. The handling of personal 
matters had in every case been put in the hands of some family member 
when the patient entered the hospital. 2 

Economic worries were not a part of the patients’ concerns 

2 In the case of Joe IT. (Case Study No. 1), who had no family, 
the hospital administrator served an his conservator. 
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generally. This, as a feature of institutionalization, stands in a 
plainly contradictory role to the emphasis in our society upon con¬ 
trolling your own resources of life. 
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A concern with dignity did not seem prominent among the 
patients. One exception was Mrs. S. for whom being in the hospital 
was a traumatic degrading experience. She remained somewhat aloof 
from other patients and made a point of dressing neatly and fully each 
morning in contrast to many who wore wash dresses or housecoats, etc., 
a good part of the time. Also, Mr* M. was bothered that the cobalt 
treatments he had taken seemed to have muddled his thinking processes 
somewhat. One area of concern to several patients was the fear that 
they might become s enil e, lose control of their bodies and be forgetful 
as some of the patients were. Mrs. P., in particular, reflected this, 
"You see some of these—their pride in the dust—lose all control of 
their body functions. How unhappy, how embarrassing it must be; it 
would be to me, anyway." 

D-ISTITUTIOMLJZATIOH 

Both a negative and a positive effect of being in the hospital 
was related to inevitably seeing patients with various kinds of ill¬ 
ness and in various degrees of senility. For most patients, even after 
an ini tial "shock" period, this remained a disturbing aspect of hospit¬ 
alization. Mrs. S. was the only patient interviewed that refused to 
frequent the hospital corridors because of it, but others mentioned 
that they tried to overlook it or that it upset them to see so many 
ill, especially the senile who did not know where they were. At least 
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half or more of the sample were bothered by this sight and particularly 


in one or two cases -when the roommate was this way. The positive 
effect of seeing other patients who were sick was, by contrast, the 
thankful feeling that one was as well as he was. Several patients 
echoed this, that they appreciated their own relatively healthy state 
when they saw others so much worse. This seemed to agree with the 
finding in one survey (see Chapter H) of high morale among finan¬ 
cially limited older persons. They perceived it as a relative 
difficulty—noting others who were more needy than they. 

Recent studies of institutionalization (see Chapter H) have 
dealt with several related effects of institutionalization. The 
profile of older patients presented here reveals the need for that. 

It appears that institutionalization, identity disengagement, depres¬ 
sion, and attitude toward death and perhaps physical condition (the 
depressed patients all had physical ailments that were permanent and 
non-cur able) are an interrelated complex of factors. It could be 
argued that patients admitted to the hospital with certain physical 
problems then experience a decisive identity disengagement (as occurs 
in what Goffman describes as "total" institutions) and often respond 
with depression and a welcoming attitude toward death. 'Whether this 
pattern is a common one relating these factors or not awaits further 
study. That these factors all seem significant is clear from the 
patients studies. 

A few additional observations about institutionalization seem 
worth making. Every patient seen at both hospitals had a high regard 
for the physical maintenance, the care, the personnel, the diet (one 
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or two patients at one facility were somewhat critical of the food, 
bat this was likely related to the initial impression they had as to 
the sort of "critique" I was doing of hospital life) and the general 
management of the hospital, a judgement reinforced by the interviewer's 
impression also. Most of the patients prefaced any remark about wanting 
to be out of the hospital and in their home with the apology that they 
had no criticism of the hospital itself. In addition, three patients 
were highly pleased with the improvement their health had taken since 
coming in. Five others saw it as the best place for them, though they 
might wish they were home. One patient feels the doctor is keeping her 
there needlessly. One patient is unhappy with corporate living con¬ 
ditions (and about everything else, too). Tito patients are rather 
satisfied being there (though one still hates to face giving up her 
home of 56 years). It would seem from these general attitudes that 
institutionalisation as a negative affect would be about as minimal as 
it could be, for apparently these are exceptionally fine private 
convalescent hospitals. Yet in a subjective estimate of each patient’s 
feeling about being institutionalized, the final feeling was that half 
the patients felt more negatively than positively about institution¬ 
alization (Case Studies 1, 4, 6, 8, 9 and 12) while all things 
considered, the other half (Case Studies 2, 3» 5> 7» 10 and 11) felt 
more positively than negatively about being there. Between the two 
groups thus intuitively divided, there was only slight difference in 
average length of stay (19.5 months for negative, 23.1 months for 
positive), so it cannot be argued that when a patient has been there 
long enough he gets fully "institutionalized." 
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RELIGION 

For the purposes of presentation, religion was divided into 
two areas: religious faith (beliefs and benefits) and religious 
activities. It was found that the persons who had a dormant religious 
outlook were not religiously active and vice versa in most cases. 

There was one exception. Four patients by their own and other* reports 
indicated little, if any, thought given to religion. Seven patients 
had had pretty much of a life-long interest in religion and one had 
had an interest in youth that she renewed when admitted to the 
hospital. 

When asked what the meaning of religion was to them, five 
patients suggested that it was their relation to God. Some worded 
it just "being close to God," and others said the belief that God w ill 
look out for you. Five patients (some the same as before) remarked 
that prayer was most meaningful—either prayer for them by others or 
their praying for themselves or others. The way in which prayer- was 
described by several patients suggests that they may see it as some¬ 
thing like Bell Telephone’s Long Distance "pitch," i.e., "the next 
best thing to being there." It is felt to be a useful thing to do 
when a person is hospitalized and has concerns, for himself or for 
others. Two different patients mentioned regularly thanking God for 
the help and friends received. In addition, three or four of the 
patients saw the message of the Bible as the core of religion. 

In regard to religious activities, apparently most of the eight 
persons with an active religious interest have attended church services 
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a good part of their lives. One, as noted above, attended as a youth, 
dropped out at marriage, and began attending services again when she 
came into the hospital. Mr. C. was rather proud of the fact that he 
had been a Congregational Church member since 1891 (79 years). All of 
these patients apparently with one or two exceptions attend the weekly 
religious services regularly. 

One patient, Mrs. H. (Case Study No. 3)> had found value 
earlier in life in the fellowship of a sewing club in the particular 
church she had been part of. The same patient also found meaning in 
prayer for different ones in her family when they had troubles. Five 
others, as noted above, cited the value of prayer as their most regular 
activity along with worship services. 

Mrs. L. felt very strongly about the kind of church she wished 
to attend, where the preacher "preaches out of the Bible." She goes 
nearly eveiy Sunday to her church. The Bible was mentioned by two or 
three others. Mr. C. reads the Bible to "get the writers’ idea of 
the religious life." One patient remarked that she enjoyed hearing 
the different preachers. Another said she enjoyed Sunday School more 
and liked to hear them when they get a good discussion going. Mrs. P. 
sees her personal "ministry" in the hospital as the daily room-to-room 
"visit" she makes. The range of activities that persons find mean¬ 
ingful parallels the range of activities of a typical church 
congregation, a finding not too surprising. 
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SOCIAL CLASS STATUS 

The patients were very much alike in a number of their feelings 
and responses. There was an interesting difference of social class 
background between two patients and the balance of the group. Mrs. S., 
the widow of a navy doctor, was plainly from an upper-middle class 
background and tended to be psychologically upset (as cited in the 
literature. See Chapter II) about the problem of being placed in an 
institution. Mr. C. also felt demeaned by being there but saw it as 
the natural result of the health crisis that had occurred. With the 
exception of these two persons—who did not fit into the social life 
of the patients at all—the rest of the twelve patients seen were 
either lower middle class or laboring class. Some of the job back¬ 
grounds were: farmer, truck fanner, cook, railroad worker, business 
secretary and Social Club hostess. The two facilities, if this sample 
is typical, serve chiefly lower class and lower middle class people. 

A brief look at the patient’s life attitude or outlook 
finally attempts to bring the profile of the older patient to a focus. 

LIFE SATISFACTION INDEX 

As a correlate and check to the accuracy of the picture of the 
patients’ general outlook on life, a short Life Satisfaction Index, 
developed under the guidance of B. L. Neugarten, Robert Kavighurst 
and Sheldon Tobin duringthe Kansas City Study of Adult life, was 
administered to each patient at the conclusion of the interviews. 

Two or three patients did not feel that they could mark the question- 
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naire, so the questions were read to them and marked by the inter¬ 
viewer* However, the other patients were urged to keep the question¬ 
naires overnight and score them at their leisure* with one exception, 
who failed to score the last half a dozen questions (fatigue?), all 
were completed* Indications from at least several of the patients were 
that they had given careful thought to their answers so it would seem 
to be a seriously responded to part of the whole interview* 

The Life Satisfaction Indexes A and B (we used only A) were 
developed out of initial data received in a study of 177 (at the 
conclusion) older adults in Kansas City, This was a longitudinal study 
running to four interviews (plus a psychological interview for a 
selected sample) over more than a two-year span of time comparing two 
age groups, one 50-70 years of age and one 70-90 years of age* A set 
of ratings on life satisfaction was developed and tested and a pair 
of short self-answer questionnaires were developed and tested, then 
revised to be used in later interviews* Life Satisfaction Index A was 
used in to to with the hospital patients. An abbreviated version of the 
Life Satisfaction Index A was used in an Iowa study in 1970 to which we 
shall turn shortly* First, we shall compare the Kansas City sample 
briefly with the hospital sample. 

Because the Kansas City sample was given an early edition of 
the Life Satisfaction Index A with 25 questions, and because only 
summary statistics are available, a direct comparison of responses is 

^For a full report on the Life Satisfaction part of the study, 
see B. L, Neugarten, R. J. Havighurst and S. S. Tobin, "The Measurement 
of Life Satisfaction," Journal of Gerontology, Vol* XVI, No. 2 (April, 
1961), pp. 13lt-110. 
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not of great help. On a sample of 91 or 92 persons (non-institution- 
alized) with a 25-question survey, the mean score was 12.4 and 
standard deviation was 4.4. 3y contrast, the California hospital 
sample of 12 patients revealed a mean score on the revised twenty- 
question survey of 9.08 with a standard deviation of 3*932. The 
hospital patients apparently were somewhat less satisfied with life. 

The revised shortening of Life Satisfaction Index A based on item 
analysis and rejection of several poor questions should not have 
lowered the net positive Life Satisfaction score significantly. The 
mean difference would seem instead to be an indication of the generally 
lower satisfaction level of hospitalized persons. 

Kansas City Study 

X = 25 (Items) 
li = 92 
X = 12.4 
S. D. = 4.4 

The sample size of the hospital patients is, of course, too 
s m all to be dependable enough to generalize from, but the sample stud¬ 
ied show a somewhat lower level of life satisfaction than people at 
large apparently experience, according to the Kansas City study. 

The smaller S. D. of the hospital group could be the effect of a small 
sample size, or it could be a more homogenous group under the caramon 
influence of an institutional setting. The mean score difference is 
not very significant because of the questionnaire difference in 
length. A better comparison will be between the Iowa and California 


Calif. Hospital Study 
X = 20 (Items) 
N = 12 
X = 9.08 
S. D. = 3.932 
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samples shortly to be presented. 

The hospital sample scored significantly low on certain 
questions about life satisfaction ■while scoring fairly well on other 
items. The linear profile in Figure 1 shows the profile of satis¬ 
faction among all 12 patients interviewed. It also shows the marked 
difference between male and female scores. Here again, a sample size 
of 3 and 9, respectively, is far too small to generalize about except 
to say that the pattern of institutionalized men experiencing lower 
satisfaction than institutionalized women fits very well into the 
general findings of the literature (see Chapter H on "dependence"). 

Only one patient answered in agreement to statement No. 6: 
"These are the best years of my life." Even more extreme is the total 
lack of affirmative responses to statement No. 16: "I have made plans 
for things 1*11 be doing a month or a year from now." We will note 
this contrast to the response of non-hospitalized patients in a moment. 

A most interesting comparison of the hospital patients* scores 
with a non-institutionalized representative sample of rural and urban 
Iowans done in 1970 was possible because of a separate study that used 
thirteen of the twenty LSIA items. It was a follow-up from a I960 
study of older Iowans drawing from the same sample. Two hundred 
thirty-five persons were asked about their feelings of life satis¬ 
faction. In this sample, since it was a decennial re-study, the 
percent of elderly aged was rather high (62$ 75+ and 38$ 70-74-). The 
mean age of the Iowa sample was 77.2 compared to 81.25 for the hospital 
sample. Thus, a certain congruence of view might be expected as most 
of both samples shared a late-life perspective. Of the Iowa sample. 
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6 ^ (14 persons) were themselves living in congregate care fac ili ties. 
However, the balance of the 235 persons were not, so the comparison 
will basically be of a hospitalized sample and a general sample of the 
elderly aged. The Iowa sample questions were ordered so as to group 
satisfaction with past life questions, satisfaction with present life 
and a comparison of the two (see Table 1). The hospital LSI was also 
summarized in that general fashion at the close of each patient profile 
(see Chapter m). Note the distinctly large percentage differences 
regarding how interesting things are to the hospital patient and to the 
older person in general (No. 7). Also note the lack of any future plan¬ 
ning by the hospital sample in contrast to many older persons at large 
(No. 12). The difference of over twenty percent on No.’s 2, 4 and 5 
also suggests some points at which our hospital sample differed in 
their feelings from older people as a whole. 
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Table 1 

life Satisfaction Scores, General Population (Iowa) 
and Hospital Sample (California) 


Attitudinal Items 


Response (Percentage) 


No 

Agree Unsure Disagree Answer 


Satisfaction with past life 

la. 

Cal. 

la. 

Cal. 

let • 

Cal. 

la. Cal. 

1. I have gotten more of the 
breaks in life than most of 
the people I know 

60 

50 

13 

8 

26 

42 

1 

2. As I look back on my life, 

I am fairly well satisfied 

88 

66 

4 

8 

6 

25 

2 

3. When I think back over my 
life, I didn’t get most of the 
important things I wanted 

33 

33 

11 

16.5 55 

50 

1 

4. I’ve gotten pretty much 
what I expected out of life 

80 

58 

9 

25 

9 

16.5 

2 

Satisfaction with present life 








5. This is the dreariest 
time of my life 

21 

16.5 

9 

8 

69 

75 

1 

6. Most of the things I do 
are boring and monotonous 

13 

33 

6 

8 

80 

58 

1 

7. The things I do are as 
interesting to me as they 
ever were 

74 

25 

8 

8 

16 

66 

2 

8. Compared to other people, 

I get down in the dumps too 
often 

15 

0 

3 

25 

80 

75 

2 

Comparison of present status 
to earlier life 








9. I am just as happy as when 

I was younger 

50 

25 

9 

8 

39 

66 

2 
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Table 1 (continued) 


Ahtitudinal Items 



Response (Percentage) 



Agree 

Unsure Disagree 

No 

Answer 


la. 

Cal. 

la. 

Cal. Ia. 

Cal. 

la. Cal* 

10. These are the best years 
of my life 

23 

8 

15 

0 61 

92 

1 

Other items 







11. As I grow older, things 
seem better than I thought 
they would be 

58 

50 

22 

16.5 18 

33 

2 

12. I have made plans for things 
I’ll be doing a month or a year 
from now 40 

0 

3 

16.5 55 

83 

2 

13. In spite of what people 
say, the lot of the average 
man is getting worse, not 
better 

40 

16.5 29 

42 29 

42 

2 

Iowa sample mean = 7.86 
S.D. = 2.777 


California sample mean = 5*819 

S.D. = 2.23 


The mean score difference of the two samples, this time on 
exactly the same questions, seems to be significant. However, the S.D. 
cancels the difference of means significance. Nevertheless, the 
direction of the difference tends to agree with the literature findings 
that institutionalized patients tend to be less satisfied than older 
people at large. Here again, though the hospital sample size was too 
s m all 1 to generalize from, the Iowa sample size was deliberately repre¬ 
sentative of different older people such that it should reflect the 
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attitude of many older people. 

In the patient profiles, the individual Life Satisfaction 
Index A scores were dealt with as a check-up on the satisfaction image 
given in the interview. In two or three cases especi ally , the Life 
Satisfaction Index A does not corroborate well; it tends to be less 
satisfied than the interview impression seemed to be. It may well be 
that the individual will not verbalize some of the negative thoughts 
he has about life, but will reflect these more fully in the anonymity 
! of scoring a questionnaire. In most cases, however, the spirit of the 
interview - and the Life Satisfaction Index A score seemed to compliment 
each other quite well. 

What does the Life Satisfaction Index A offer in a concluding 
image of the older patient? Does it suggest a patient who is not 
highly satisfied? Does it indicate a greater closeness between older 
hospital patients and older people generally than expected? In the 
differences of individual scores it can be noticed that different 
patients respond in different manners to life in their later years. 

In the differences between the institutional and non-institutional 
sample scores, we find that persons living outside the hospital reflect 
a higher level of past and present happiness. At the same time, the 
non-institutionalized find life much more interesting and less mono¬ 
tonous than those in the hospital. Finally, the patients tend not to 
make any future plans, while a sizeable percent of older persons in 
general do plan things ahead. The final question which both samples 
is something of a puzzle. Non-institutionalized older persons of about 
the same age as the patients feel that the situation in life is getting 
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•worse; only a small percent of patients felt this. It is possible that 
persons living in the community are much more caught up in the week-to- 
week struggle of living, whereas, as we found in the interviews, the 
number of patients with economic or other external worries was few. 

The fact that the average length of hospitalization was twenty-one 
months means that the patient has been out of daily contact with the 
community for nearly two years. If one presumes that the assumptions 
made about life grow out of the sharing of thoughts and experiences 
with others and if, as it appeared in the interviews, hospital rela¬ 
tionship patterns tend to be more general, then a certain remoteness 
from the struggle with man’s "common lot" may well have developed. 
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CHAPTER V 


H-IPIICATIOHS FOR RELIGIOUS MINISTRY 

THEOLOGICAL FOUNDATIONS 

A theological rationale for human compassion is not awkward 
to elicit. The Christian gospel is seasoned throughout with the idea 
of charitable response to one’s fellow man. We shall simply note two 
of Jesus’ parables to this effect, then turn to Karl Barth’s discussion 
of the living church, and finally adopt a broad perspective of religion 
as seen in Paul Tillich’s parable about "Religion." 

Two of Jesus’ most familiar parables are those of the good 
Samaritan (Luke 10:25-37) and the parable of the Final Judgement 
(Matthew 25:31 -46). Both of these show the central meaning of the 
Christian ethic to be our treatment of our fellow man responding to 
him in his basic humanness. If the parable of the good Samaritan were 
analogized, it could reasonably be stated that in the process of aging 
we are fallen upon by a variety of thieves who leave us for half dead. 
Often coming into the convalescent hospital, patients feel that life 
has been taken from them and they now have been cast out of society and 
abandoned to die. Very often in our day the friends and kin of the 
patient pass by. In their busyness they offer false promises (see 
Chapter U, Family) or stop to "aid" with increasing infrequency. 
Occasionally, a priestly sort may pause to cheer up the patient but 
then hurry on his way to a meeting. Often the under-educated over- 
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■worked nurse 1 s aide is the one who may if anyone does pierce the alone- 
ness of being abandoned along life’s road. 

In the parable of the Final Judgement, Jesus made rather expli¬ 
cit the kind of compassion he meant that men need exercise—a concern 
for the real existent needs that are of people. We take far too 
rigidly the letter of the teaching if we think that moving a person to 
an institution -where he will receive a food tray three times a day, 
have a bed to sleep in, some pills to take and probably not be allowed 
to run around naked relieves us of any further concern for the person. 
The intention of the parable plainly is to help men live and, as a 
patient of one doctor noted, ^ being prevented from dying is not the 
same as being helped to live. Furthermore, Jesus* conclusion that in 
as much as one of the least persons is responded to, it is Him that is 
encountered seems highly aporopos to the status of the convalescent 
hospital patient. Lacking status, out of the flow of society, the 
patient not only does not receive public attention, he does not even 
get junk mail or meet door-to-door salesmen!! Yet to share with the 
least of one of these is to share with Christ himself. 

What is the church's function in all this? First, as we have 
noted, it is to understand the patient in his situation. Karl Barth, 
analyzing the task of the church, sees it as a struggle to understand 
the words of the faith. Those words are an address to men here and now 

... to which they themselves must give answers here and now 
with their own words, with their own lives in dialogue with the 

■l-Paul Toumier, A Doctor's Casebook in light of the Bihlg. 

(Hew York: Harper & Bros., Inc., 1953)» p. 17. 
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needs and tasks of the present -world ... as they have heard it 
i for the first time in their situation here and now.2 

For God’s -word for the church to be clear in relation to a particular 

congregation and a particular patient or group of patients, there must 

be, as we have stressed, an awareness of the needs and tasks of the 

patient’s world. 

A second emphasis of Barth in exploring the idea of the church 
is its central concern for the world and for men. Echoing Luke 10, 
Barth wrote, "The church is based on the knowledge of the eternal God, 
who as such became man and thereby proved himself a neighbor to man, 
by treating him with compassion."3 

Barth goes on to discuss the implications for the church of 
that divine act. First of all, it is hearing God’s word. Yet, "The 
church has no plans and programs of its own. It is ever alert to hear 
commands. The church does not have a theme, but a Lord, and messengers 
who inform it of His will. Being informed, then, the church responds 
in service to men. 

As disciples of Christ, the members of the church do not 
rule, they serve. (In the political community, therefore) the 
church can only regard all ruling that is not primarily a form 
of service as a disease and never as a normal condition.^ 

%arl Barth, God Here and Now . (Hew York: Harper and Row, 

1969 ), p. 69 , emphasis added. 

3k. Barth, Community. State and Church . (Garden City, Hew York: 
Doubleday and Co., I960), p. 171. 

^K. Barth, God in Action . (I-Ianhasset, L. I.: Round Table Press, 

1963), p. 33. 

Barth, Community. State and Church , p. 177. 
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It is conceivable, following Barth’s definition of the church, 
that the "congregation" of a convalescent hospital could be or become 
truly "the church." Church is congregation, i.e., the "gathering 
together ones."6 It is usually defined residentially because of the 
plausibility of common worship. Through common worship the word of 
God could be heard. Further, the church comes to exist as a visible 
reality, i.e., the living congregation of the living Lord Jesus Christ.? 
As the church, a hospital congregation would not only be ministered 
to and through by other congregations, it would itself minister, as 
fully as it is able, to men. 

One final emphasis of Barth’s is seen in the church’s concern 
for social justice. The church must study and act, for social 
justice. 

“Hie church must stand for social justice in the political 
sphere and in choosing between the various socialistic possi¬ 
bilities it will always choose the movement from which it ex¬ 
pects the greatest measure of social justice.° The church does 
not exist ty pondering, studying, discussing and preparing itself 
for this relationship to the worldly. The church exists in 
actually accomplishing this relationship in each time with the 
appropriate sense of security, realism and necessity.^ 

The church needs by whatever means it has available to work 
for both immediate, i.e., legislative, educational, occupational, etc., 
changes in the status and treatment of the elderly and to work toward 

^K. Barth, God Here and Now , p. 67 . 

?K. Barth, God Here- and Now, p. 62. 

%. Barth, Community, State and Church, p. 173. 

9k. Barth, God Here and Now , p. 66. 
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long range cultural changes in the inage and role of the aged person. 
Much needed is the replacement of the "roleless role" of old age with 
a functional one, possibly recovering the sense of "the elder" from the 
Jewish heritage. Perhaps our specialized society needs to give ear to 
those who have lived longer and can show us the crossing point of 
professional and private concerns. The wisdom of elder statesmen who 
have come to a broad and mature perspective needs to be heard amid 
the expediency of today's politicking. 

For our society to benefit greatly from the accumulative 
wisdom of living will require that a change occur in the communicative 
structures of human relations, viz., the rigid age separating that 
goes on endlessly throughout our society. The schools have fostered 
it to the extreme; social organizations practice it in fact, if not 
constitutionally. Institutions fall prey to it because older and 
younger people "can’t work together well" or "can’t think together." 

I am not sure about "drink together." I will have to do an empirical 
check of drinking patterns. It would seem that the segregation of the 
ages may be far worse than any other divisive factor in our society, 
for to a great degree both sides come to believe that they really can¬ 
not understand or function with each other. While the extended family 
has passed from the scene and is unlikely to return, the nuclear family 
needs to foster serious multi-generational communication if each suc¬ 
ceeding generation is not to lose the benefit of a lot of cultural and 
familial heritage. The myth that one wakens his objective perception 
of today if he is culturally laden with the warped ideas of his grand¬ 
father or father is as false as the idea that "objective" history is 
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taught by deleting all reference to values (though the values are 
implicit in every subtle interpretive statement mabe) 0 

Finally, in considering the religious rationale for ministry 
to older persons in a convalescent hospital setting, I want to jam a 
“two-by-four” between the jaws of the alligator and force them to 
stay open, so to speak* The "two-by-four” is Paul Tillich’s definition 
of religion* 'When the concern over general activities of ministry to 
patients is presented shortly, it should be understood that these 
activities are as potentially a "religious” ministry as the later 
presented religious activities ministry per se . The only difference is 
the particular form* The religious experience could as readily occur 
in one type of activity as the other* Accordingly, we are well reminded 
of Tillich's artful parable of religion's search for a home. It goes 
from one door of the human spirit to another—moral function, cognitive 
function, esthetic function, even to the emotion level—always admitted 
as a poor relative but soon finds itself dissatisfied or turned out. 

At length religion concludes that it does not need a special compart¬ 
ment or home. "It is at home everywhere, namely, in the depth of all 

functions of m a n 's spiritual life. Religion is the aspect of depth in 

10 _ 

the totality of the human spirit." Tillich has spoken at more length 
of the relation between religion and faith and life in his systematic 
but in this parable he has presented the kind of definitional rationale 
needed to perceive the appropriate universality of ecclesiastical 

■^Presented in full detail in Paul Tillich, Man's Right to 
Knowledge, Present Knowledge and New Directions , (New York: Columbia 
University Kress, 195>5), pp<> 7&-&3 • Also, a printed copy is included 
in the Appendix. 
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action. The inherent danger is always that of superficiality and 
particularly liberal "do’gooder" theology has plenty of that. For 
that reason, if for no other, I shall stress strongly in the following 
section that no program can be prescribed for either a general min¬ 
istry or religious ministry in a convalescent hospital. It can only 
arise in response to the particular life-identities and present needs 
of the patient population in the given institution. That a religious 
interest needs to be, first of all, in particular persons and their 
particular needs should be understood in a religious tradition that 
saw man’s redemption symbolised in a particular man—Jesus the Christ. 
3y further extension, this has been a tradition that has seen the 
call and response of particular Christ-figures again and again through 
the centuries. It seems theologically, psychologically and sociologi¬ 
cally sould to say that religious ministry in convalescent hospitals 
must be grounded in particular needs—needs that may be like those 
we found in profiles presented in this study. 
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GENERAL "RELIGIOUS" MINISTRIES 

The existential situation among many older people was reflected 
by the patient of Dr. Tournier's who said, "We are prevented from 
dying; we are not helped to live."^ That goes double for many con¬ 
valescent hospital patients. It is the task of the community, and of 
religious institutions as a part of the community, to respond to such 
human dilemmas and effect changes that will "humanize" the situation. 

No less an observer of older people than Robert Havighurst has bluntly 
said, 

... in modem America the community must carry the respon¬ 
sibility of creating conditions that make it possible for the 
great majority of older people to lead the independent and 
emotionally satisfying lives of which they are capable.^ 2 

By logical extension it could be added that the community by its 

attitude toward and involvement with the institutional;! zed older 

patient makes possible an emotionally satisfying life. 

The church historically has responded to human need and taken 
the initiative to meet those needs under many circumstances. The 
human need dimension of religious ministry has taken a diversity of 
forms, e.g., medical, educational or agricultural missionaries at home 
or abroad. The urban settlement house or self-help programs in 
Appalachia, in minority ghettos (black, Indian, Spanish), or in con- 

^Paul Tournier, A Doctor*s Casebook in the light of the Bible. 
(New York: Harper and Bros,-1953), p. 17. 

J. Havighurst, "The Social and Psychological Needs of 
the Aging," Annals of the American Academy of Political and Social 
Science. Vol. 279, p. 17. 
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flict neighborhoods, to name just a few* Institutional responses have 
included children's homes, counselling services and hospitals, as well 
as chaplaincies in a diversity of settings. The dimension of 
"religious" ministry needed in the convalescent hospital grows veiy 
logically out of this tradition. Here, as in these other instances, 
the validity of the religious identity is found in human beings being 
met in their humanity, accepted, and response made to their human 
need. Ministry, then, by no means finds its chief focus in merely 
going through churchly rites and rituals. Bather, "religious" ministry 
will seek to help individual persons experience the depth dimension 
of who they are. The aim should be to prevent identity disengagement 
(see Chapter IV) from fully occurring or to help persons develop 
substitute identities that are meaningful and yet within the range of 
their limitations. This quality of concern is within the thoughts of 

some religious leaders. Babbi Heschel said some while ago: 

Old age is an age of anguish. The only answer to the age 
of anguish is a sense of significant being ... (which is a 
thing of the spirit of a man). May I suggest that man's 
potential for change and growth is much greater than we are 
willing to admit and that old age be regarded not as the age 
of stagnation but as the age of opportunities for inner 
growtho^ 

It should be understood that these opportunities do not cease 
upon a person's becoming institutionalized but indeed new possibilities 
may arise with the new setting. 

Exercise of this ministry is as local a matter as the com¬ 
munity or neighborhood convalescent hospital and the local church 

■^Abraham Heschel, speech given at 1961 White House Conference 
on the Aging, cited in Maturity, (Summer, 1963), p. 3. 
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congregation. Indeed, the 1'Jhite House Conference declared, "It is 
to be expected that each religious body or organization will seek to 
extend special service to the infirm, the invalid and the permanently 

*1 ll» 

institutionalized." x 

There are some basics that we should note in getting down to 
the nitty-gritty of ministry in this setting. First of all, the 
church must be there . Ernst Bruder has said, "Perhaps the most 
important contribution that the minister can make toward the patient's 
recovery is to visit him soon after his admission to the hospital. "*5 
It should be plain that the pastor alone will not be able to fulfill 
this ministry. In fact, when it comes to certain activities, there 
may be others in his acquaintance far more skilled and with more time 
than he has to give in carrying it forward. Paul Haves has noted, "No 
clergyman can do all the pastoral work. The need of the aged and aging 
will be met adequately only when the members of the congregation assume 
responsibility for the mutual care of souls. 

It is important to realize from the outset that no packaged 
program of activities can be prescribed here or elsewhere that will 
meet the needs of any hypothetical group of patients nor offer itself 
for the religious ministry to the institutionalized aged. Ide ally , 
the program of ministry will be totally indigenous to the make-up 

^Background Paper on Religion and Aging, White House Conference 
on the Aging, 1961, p. 23. 

■^j. R. Spann, Pastoral Care . Chapter by E. E. Bruder, p. 19A. 

l^Paul leaves, article on Aging in The Methodist Story. (January, 

1962 ). 
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of the particular institutionalized group and even tailored to the 
needs of the particular individuals. The sensitive point should be 
learning -what the self identity (identities) of the patients have 
been and developing group or individual forms in light of these. 

Two different churchmen have seen the importance of this. 

"Whether religious teachings, projects and programs are 
functional or disfunctional for the older person depends largely 
upon the. recipient, although! the understanding or lack thereof 
with which these services are provided undoubtedly makes a 
significant difference. 17 (Emphasis added.) 

Geneva Hathiasen, in an article in "The Christian Century," suggested 

that the programs of the church for older adults were less important 

than "having an understanding of both problems and potentials of 

older years, and the dialectical relation between them."18 

In one of the finest discussions relating to the nursing home 
patient (one of the only ones), The Pursing Home Visitor. Frances 
Faunce, herself a patient, notes that understanding the practical 
concerns and emotional tensions of the institutionalized person enables 
a visitor to support the patient wisely. 1° Again, she comments, "Only 
the visitor who has understanding can help the patient to accept the 
liabilities with tolerance and make the most of the many compensating 


1?D. 0. Koberg, "Religion in the Later Years," Daily Heeds and 
Interests of Older People. A. K. Hoffman, p. 180. 

1%. llathiasen, "The Role of Religion in the Lives of Older 
People," Charter for the Aging, Hew York, Governors Conference on 
Problems of the Aging, 1955, PP« 2-3, cited in M. L. Barron, The Aging 
American, p. 171. 

•prances A. Faunce, The Nursing Home Visitor. (Hashville: 

The Abingdon Press, 1969), p. 21. 
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| assets. 0 

As Birren pointed out (Chapter U, Physical Condition), 
activity in an appropriate amount is needed by persons. One problem 
of hospital patients is too much time and too little meaningful involve' 
ment. Carl Jung observed, °Idle dreaming is the mother of the fear of 
death. "2- He are most conscious of fleeting time if our lives are 

i 

idle. ¥e are aware of the word of caution sounded by Rabbi Heschel 
and others that activities ought to be more than pickled, meaningless 
existence. Nonetheless, patients need things to do. One patient, 

Mrs. L. (Case Study No. 2) seemed to thrive on the fact that she could 
find t hing s to do, activities to take part in and errands to run. 

Five of the other patients, all women, likewise reflected an enjoyment 
of the variety and frequency of activities in the hospital. Creativity 
needs to be part of the approach. These same ladies all remarked 
about the crafts activities they had done. One added that she hoped 
they could do some pottery. Yet, as one writer points out, creativity 
is a direction rather than a completed thing. Creativity is bringing 
into being that which did not exist before. 22 This capacity is in no 
x-ray undermined because physical or mental growth has stopped. 

Again, honesty of expression and relationship should be 
striven for. Acceptance of negative feeling, hostility and resent- 

2P?rances Faunce, p. 17. 

21q. Jung, Psychological Reflections, p. 291. 

22p. b. Haves and J. L. Cedarleaf, Older People and the Church . 

P. 73. 


Reproduced with permission of the copyright owner. Further reproduction prohibited without permission. 




209 

i 

merit should be assumed and there should be a certain emotional frankness 
in responding to persons. When institutions treat patients so 
thoroughly child-like that they suppress their emotions, they do the 
patients a great deal of harm. One writer feels that nothing wears 
out the body as much as violent or deadly emotions bottled up in the 

mind. "We need to search out the sources of our mind’s distress and ! 

1 

bring them out into the open. "23 This does not mean that the focus I 

of ministry should be to dwell upon an emotional cathexis for each 
patient, but simply to allow and support patients’ honest expression ■ 

of feelings. 

One general kind of experience that has been studied in an j 

i 

institutional setting is that of group discussions. A series of such 
discussions found that patients experienced increased self-esteem and 

i 

value. The group was structured but not aimed at personality or \ 

) 

I 

psychological change. ! 

Group discussion of any subject of common interest can 
enhance the well-being and fill a significant need for the 
individualistic and intellectually oriented resident in a 
home for the aged or related institution. (Such a group is) | 

an opportunity much needed by a particular kind of person for i 

self expression and self fulfillment. 24 

Such groups can be topically defined and center around some common 

resource—a book or magazine, the daily newscast, etc.—or it can 

simply be free-wheeling. However, some sense of structure helps 

persons to have a starting point. One patient remarked that she liked 

23c. Hamilton, Your Rewarding Years , p. 195* 

2^Leon Halson, "The Therapy of Discussion," Geriatrics. 

(May, 1965), pp. 398-401. 
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the church services but liked the Sunday School class better, especially 
■when they got into a good discussion. A secondary benefit of such 
interaction is the discovery of common viewpoints or past experiences 
that just a word or two spoken in the hall would never realize. "In 
one case, two members discovered they had had a common upbringing in 
the far west and left the meeting chattering like long lost cousins."^5 

A basic need of persons, even to the latest years of life, is 
to feel useful. Though the Cumming-Henry theory of disengagement 
calls this into question, the weight of psychological evidence seems 
to be on the side of affirming it. Among older churchmen there is 
sensed a need for involvement in something useful and significant.^ 

One church leader suggests that the church should help older people 
manage their life situations in such a way that they may still serve 
the church community or other persons.^ 7 This same idea—feeling 
useful through helping others—is echoed by Frances Faunce as a need 
of patients.^ Opportunities can be developed for patients in the 
hospital to help one another or to help their church or some group in 
the community. Whatever the form, if the patient sees it as a genuine 
chance to help others, it is well worth it. 

25w. H. Klein, S. J. LeShan, S. S. Furman, Promoting the Mental 
Health of Older People Through Group Methods. (New York: Mental Health 
Materials Center, Inc., November, 1965), p« 128. 

26p.obert Clemmons’ article in Maturity. (Summer, 1963 ), n.p. 

27Geo. Gleason, Horizons for Older People. (New York: Macmillan 
Co., 1956), p. 9^. 

2%. Faunce, The Nursing Home Visitor, p. 33* 
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Finally, insofar as possible, let it be underscored again that 


the forms the ministry takes should be determined by the personal 
needs and life indentities of the patients* A checker player in one 
hospital played a daily set (best of three games) of checkers with 
the activities director—or anyone else that desired to play* What 
made this activity vital to the patient was the fact that he had 
long played checkers and at one time had been Los Angeles County 
Champion* 

In a number of the patients studied, contact with family or 
friends outside the hospital on a more frequent basis would have 
helped retain the identity they had known before hospitalization* 

The fact that nine of the twelve patients had difficulty writing 
points to an area where volunteers could be helpful to several 
patients* An hour once a week would allow one or two letters to be 
written for a patient and thus help the person to remain in touch with 
others* We would assume that telephones should be readily available, 
something for which the hospital itself is responsible* In addition, 
for those patients whose family members do not have time to take them 
outside the hospital to visit others, occasional short visits to 
friends in the nearby community could be arranged and transportation 
provided* 

A host of typical convalescent hospital activities (see the 

model program offered in the Appendix) might be developed and under- 

29 

taken by paid workers or volunteer helpers* Most activities will 

29 

Whenever possible, church or community volunteers might in¬ 
clude young people* Older patients seem to identify very well with 
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be joined in, with some urging, by most patients who are able to be 
out and around. The constant concern will be whether the activities 
in some way enhance the identity of the person. 

RELIGIOUS ACTT/ITISS MINISTRY 

The forms of religious activities should, like the general 
activities, be in part determined by the religious background of the 
patients. As suggested in the literature (see Chapter II), persons 
in later years tend to follow the same religious patterns they have 
known before. Religious activity in the hospital should serve to 
reinforce the patients 1 prior experience. In this sense, the service 
may well be traditional, at least in the traditional form. It may be 
desirable to use contemporary English for prayers or readings, but the 
forms should largely follow from the tradition the patients have 
followed over the years. 

Because the congregation will be ecumenical, the style of 
liturgy should be either eclectic from the traditions represented or 
should be varied from time to time. If different religious groups 
come into the hospital to lead services, that might provide a regular 
variety of liturgical traditions. In some institutions today, the 
Catholic and protestant patients worship together and the priest 
takes his regular turn at leading the service. Other regular act¬ 
ivities such as Bible Study, Sunday School or Songfests may also be 


children or youth. They enjoy visiting or joining in activities with 
them. A valentine party or a seasonal party of some kind gives an 
ideal opportunity for mixing several generations. 
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meaningful, depending upon the religious background represented. The 
meaning each of these religious forms has will depend on the patient*s 
experiences. In another context. Chaplain Bruder noted that -what a 
chaplain will be able to do depends on the pastoral image of the 
patient. If the patient sees religion as judging him, his response 
may be more guarded and hesitant than if his image of a pastor is one 
of a confessor or friend that can be trusted.30 In a similar way, 
the value of prayer or communion will depend on the pastor (or leader) 
understanding the patient’s needs and shaping the spirit and word 
of the religious act in such a way as to reflect an awareness of 
the life situation of the patient .^ 

One special area of religious activity needed in the convales¬ 
cent hospital is that of helping develop religious services unique 
to the institution. One such service is celebration for significant 
occasions, birthdays, anniversaries, etc. Many convalescent hospitals 
do observe a monthly birthday party for patients and (sometimes) 
staff persons who have a birthday that month. Such a party celebra¬ 
tion may be an appropriate manner of a group observance. In 
addition, a religious service of birthday recognition and celebration 
might be developed to offer thanks to God for the years of life, seek 
his forgiveness for the way we have squandered our opportunities in 
life’s years, and ask his help in the times of uselessness and futility 
we feel. 


S. Bruder, pp. 180-181. 

3%. C. Schade, pp. 169-170, again p. 173. 
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Another important service for the congregation of a convales¬ 
cent hospital ought to be the development of a memorial service after 
a patient has passed away. If possible, the format might reflect 
the thought of the patients themselves. The service could emphasize 
thanks to God for life and for the portion of life that was shared 
by the late patient with those present. The usual funeral emphasis 
upon God*s care and providence would be stressed and an appropriate 
statement of remembrance of the patient be given. Often the pastor 
who would conduct the funeral service in the community could lead 
this service also. 

Yet a third type of religious service in the hospital might 
•well mark the passing of time with the development of seasonal ser¬ 
vices of celebration. These could be strongly related to the church 
year seasons or to the seasons of nature or perhaps to both (Advent— 
the end of fall, beginning of winter; Lent—the looking toward spring 
with Easter celebrated as the start of spring, all of this not unknown 
in the history of Christian worship). The function of these services 
is to deliberately mark the passing of time, something that loses its 
flow in an institutional setting. In addition, the development of 
other celebrations unique to the "community," i.e., hospital group, 
strengthens the sense of organic solidarity. These or other special 
occasions might well be times to include the family or friends of 
patients in the experience, thus allowing these to be experiences of 
the extended "community." 

A religious form traditionally familiar, yet potentially 
available for re-development might be the communion service. Its 
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stress on the fellowship of the body of Christ, the freely given love 
of ‘Cod and the forgiveness of God with emphasis on renewed living 
all seems to offer the content that could serve a very functional 
basis as a regular part of the corporate life of the group. Here, as 
in several of the previous religious activities, a central figure to 
help draw this all together would probably be a pastor, possibly from 
some nearby church, who would make effective ministry in the hospital 
one of his priorities. It is also possible that the convalescent 
hospital could serve as a catalyst in bringing several congregations 
in a community into operating ecumenism by helping develop some 
liturgical forms such as those stressed above, or perhaps in jointly 
hiring a retired pastor to minister in the hospital(s). It might 
even happen that the wisdom and charity of the aged patients of the 
community might guide the younger leaders beyond the pitfalls of 
parochial religion. 
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CONCLUSIONS OF THE STUDY 

There are a number of popular and some professional myths 
to be laid to rest regarding the aged and especially the patient in 
a convalescent hospital. Patients do not spend long hours every day 
ruminating on their younger years, and when they do so, it may be a 
sign that something is going on in their struggle for a continuing 
sense of identity. Older people are not worried much about death. 
Indeed, some of them look toward it as a relief to a boring existence. 
Older patients are not generally preoccupied with their physical 
conditions unless there is a sense of urgency about the condition. 

On the other hand, there are a number of insights to be 
lifted up with regard to the outlook of the hospitalized older person. 
He often is suffering from a loss of identity (identity disengagement) 
that is accentuated by coming into the hospital where the frequency 
of interaction with family and friends will often be lessened. Once 
in the hospital, the patient faces the need to either perpetuate his 
prior identity or find some substitute identity from among a usually 
limited number of social roles or identities available within the 
institutional identity of ”patient. M To the extent that this fails 
or only partially occurs, the patient may experience boredom and/or 
become depressed. The interplay of being institutionalized, 
experiencing identity disengagement, perhaps facing a decline in 
physical ability or stamina, becoming depressed and coming to a 

216 
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"welcoming" attitude toward death is a complex one and represents 
the negative side of convalescent hospital existence. 

On the more positive side, those patients who successfully 
sustain or develop identities and are pliable enough to accept the 
"patient" role, allowing the hospital to be their world, may find a 
relatively interesting and stable life. 

In light of these awarenesses, the concept of a positive 
religious ministry seems to be one that would affirm a person* s 
sense of identity or help him experience a new one. This could be 
done by religious services, but it could as likely be accomplished 
by experiences tailored to the needs and interests of the patients 
themselves. Certainly the church should be able to respond to 
individual human needs along the road of life. If religious groups 
are to be neighbors to patients in need, they need to recall the 
ancient parable and "go, and do likewise." 

CALL FOR FURTHER STUDY 

Arising out of interviews with twelve convalescent hospital 
patients were a number of areas of concern that do not seem self 
explanatory nor seem to have been fully grasped by previous studies 
of the aged. As noted in Chapter IV, there seems to be an inter¬ 
relatedness between institutionalization and self-identity, 
depression, physical condition and death attitude. This cluster of 
factors needs to be carefully studied even as institutionalization is 
now beginning to be. The central role of identity engagement as a 
balance against depression was suggested, at least in this study. 
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As medical and administrative staffs in convalescent hospitals 
become more self-conscious of informal therapy, the need for genuine 
team-therapy approaches to the daily work should grow. As other 
professionals—clergy, social worker, physical, occupational and 
recreational therapists—who meet the patient join in, some move 
toward group work and some general types of psychotherapy should 
develop. To ignore the mental stresses and problems of older people 
is not to solve them. Depressed patients are not satisfied patients, 
even if cooperative. Rehabilitation is to be as much worked toward 
as mere custodial care. It may be that certain types of therapeutic 
care, such as logotherapy, may need to be specifically adapted for 
older hospital patients given the unique circumstances under which 
they live. 

The development of higher levels of interaction and involve¬ 
ment among patients needs to be studied further. The few studies and 
experiments in ward democracy and patient responsibility for their 
own care seem to be promising ones. Some kind of patient community 
organization might have the effect of returning a degree of self- 
control to the institutionalised person. 

Careful study of the role of "patient” in a hospital setting 
where there is an indeterminate "sentence" is called for. Differing 
sharply from many of the general hospital or mental hospital settings 
•where there was assumed to be some terminal date for care short of 
death, the convalescent hospital patient is a patient and yet he is 
faced with the need to live life within this role and setting. How 
flexible should the "patient" role under these circumstances be? How 
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far should the institution go in allowing the person to "cut his own 
swath”? Is there a possibility of patients living semi-discharged 
lives in the community and receiving the particular helps they need 
on an out-patient basis at the convalescent hospital? Social work is 
already moving in the direction of trying to help the elderly patient 
remain in his home. Should not the convalescent hospital adapt its 
role to a broader type of service to the persons in the community? 
This latter concept would have been highly desirable to several 
patients in the study. 
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(Interview Form Used) 

mnsRvisws 

Beforehand, $-10 minute visit; review of their understanding of 
what I am doing; tape recorder—allow me to visit fully and not worry 
about taking notes. Allude to areas to be covered: family and friends, 
social groups, what it is like to live in hospital, mental/emotional 
response to all they have had to face. 


Interview Ho. 1 


Emotional Rating Family 

-5 +5 

_ _ Is your husband (wife) still living? 

(How long ago did he (she) pass away?) 

_ _ What family do you have? 

(How often do you see them?) 

Do they call? 

Do they write? 

Are you closest to_in your family? 

Is it the kind of closeness that you are able to 
talk over things that worry you and concern you? 
Change in relationship since entering hospital? 
See him more or less now? 


Friend 

Have you had some friends over the years that 
you felt particularly close to? 

(Are they still around?) 

(Do you see them? Hear from than? Do they write?) 

Does it seem that people forget you since you have 
come into the hsopital? 

New friends here in the hospital? 

(How close are you to him?) 

Is _ the person you share your problems 

and concerns with? 
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Emotional Rating 

-5 +5 


Social Groups 


What groups, large or small, have you been part 
of that, looking back through the years, are 
important to you? 

(Are you still a member or still in touch with 
some of them?) 

Are there any informal groups of neighbors or 
lodge or church that you have been real involved 
in at some time? 

(Do you hear from persons in that group?) 

Institutionalization 

Did you live in your own home before coming here? 

(What was it like? How long had you lived there?) 

How did you feel when you faced the idea of coming 
here? 

(Did it seem the "end of the line "?) 

What is it like to live here in the hospital? 

(Negative: What bothers you about it? What 
problems? Why do some people seem to lose all 
interest in living?) 

(Positive: How has living here helped you? What 
do you enjoy doing here? What chances to be 
useful have you found?) 


Mental/Emotional 

How has all this affected your feeling about life 

in general? 

(Do you look forward to each hew morning?) 

What mental stresses have you faced since coming 
to the hospital? 

(Do you fear becoming forgetful and eccentric?) 

You mentioned_and_. Do you find 

yourself turning less to others around you for 
companionship and spending more time thinking 
back to. earlier years? 

Thank you. 1*11 be back tomorrow to continue the 
interview. 
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INTERVIEW NO. 2 


Today I want to try and understand the physical illness or 
condition that you have and -what influences religion plays in your life. 

Emotional Rating Religion 

-5 +5 

_ _ Religion may suggest different things to different 

persons. What is the idea of religion to you? 

(Do you see yourself as a religious person?) 

_ _ Are you a member of a church (Synagogue)? 

(If not, were you ever? Why did you discontinue?) 

(Religious services in hospital?) 

(Do people take religion more seriously as they 
get older?) 

_ _ What are the spiritual problems the patient in a 

hospital like this faces? 

(How could the church (Syn.) be most helpful to 
older persons here? What should the church be 
doing?) 

Physical Condition 

_ _ One of the reasons you are here in the hospital is 

because of a health problem. Can you tell me 
something of your condition? 

(Have you had this a long time? What do you see 
thefuture of this to be?) 

_ _ Does the thought of being a burden to others or 

perhaps an invalid bother you at times? 

(How does your condition keep you from doing things 
you want to do, things here in the hospital even?) 

_ _ Do you ever feel discouraged, that your life is 

over with? 

_ _ Does the thought of dying bother you at times? 

(How would you say your physical condition has 
affected your outlook on life?) 

_ _ Are there other things that are of real concern to 

you that we haven’t mentioned at any time yet? 

Life Satisfaction Index. I’ll leave it with you 
to fill out by tomorrow. I’ll pick it up then. 
Thank you very much. 
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LIFE SATISFACTION INDEX* 

Here are some statements about life in general that people feel 
differently about. Would you read each statement on the list, and if 
you agree with it, put a check mark in the space under "AGREE." If you 
do not agree with a statement, put a check mark in the space under 
"DISAGREE." If you are not sure one way or the other, put a check mark 
in the space under "?". Please be sure to answer every question on the 
list. DIS¬ 

AGREE AGREE ? 


1. As I grow older, things seem better than I 
thought they would be. 

2. I have gotten more of the breaks in life 
than most of the people I know. 

3. This is the dreariest time of my life. 

4. I am just as happy as when I was younger. 

5. My life could be happier than it is now. 

6. These are the best years of my life. 

7. Most of the things I do are boring or 
monotonous. 

8. I expect some interesting and pleasant 
things to happen to me in the future. 

9. The things I do are as interesting to me 
as they ever were. 

10. I feel old and somewhat tired. 

11. I feel my age, but it does not bother me. 

12. As I look back on my life, I am fairly well 

satisfied. 

13. I would not change my past life even if I could. 

14. Compared to other people my age, I've made a 
lot of foolish decisions in my life. 

15. Compared to other people my age, I make a 
good appearance. 

16. I have made plans for things I'll be doing 
a month or a year from now. 
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17. When. I t h ink back over my life, I didn’t get 
most of the important things I wanted. 
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18. Compared to other people, 1 get down in the 
dumps too often. 

19. I*ve gotten pretty much what I exoected out of 
life. 

20. In spite of what people say, the lot of the 
average man is getting worse, not better 


*As developed by R. J. Havighurst, B. L. Neugarten and S. S. Tobin, 
University of Chicago. 
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DISSERTATION STUDY: 

THE OLDER PERSON IN A CONVALESCENT HOSPITAL 


Patient: Attending Nurses* Information Sheet 

(Please check the appropriate answer on the first eleven questions. 

Answer the following six questions with brief direct answers, if 

possible.) 

1. Do you have reason to believe that the patient at times is bothered 
by the possibility of an illness that could go on and on? 

_yes _no 

2. Do you have reason to believe that the patient at times worries 

about experiencing pain which could be severe and could continue 
no-one-knows how long? _yes _no 

3. Do you think the patient is worried about being forgotten by 

people, even family or friends? _yes _no 

4. Do you have reason to believe that the patient at times is 

bothered by the thought of being a burden to others or -.perhaps 
an invalid? _yes _no 

5. Do you think the patient is fearful of becoming forgetful and 

eccentric as some older people do become? _yes _no 

6. Do you detect any hint that the patient feels at times that life 

is over with? _yes _no 

7. Is the patient concerned with the thought of dying? y es n o 

8. Is the patient’s attitude first thing in the morning usually more 

_a)bright, _b)gloomy, _c)variable, _d) don’t know 

9. Does the patient in relation to others generally prefer_a) to 

stay to himself, _b)to be with others 

10. Does the patient have close friends who come to see him? y es 

_no If yes, how frequently? _a)often _.^occa¬ 
sionally _c) seldom _d)don’t know 

11. Has the patient made any close friends in the hospital? y es 

no 


12. "What in the hospital routine seems to bother the patient most? 
(Describe briefly) 
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13. What does the patient enjoy doing? (Describe briefly) 


14. What mental stresses has the patient gone through since entering 
the hospital? (Describe briefly) 


15. 'What indications have you gotten of the patient’s religious 
attitudes? (Describe briefly) 


16. With -what things does the patient seem primarily concerned or 
preoccupied? (Describe briefly) 


17. What has been the patient’s reaction to you as the nurse? (Out¬ 
going, withdrawn, etc. Describe briefly) 


18. Any other observations that would help to understand the general 
needs of the older adult in a convalescent hospital setting as 
seen in this patient. (Describe briefly) 


Would you be interested in receiving a summary of the study when 
completed? If so, please list: _yes _no 


Name 


Address_ 

City_ 

Zip Code. 
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DISSERTATION STUDY: 


THE OLDER PERSON IN A CONVALESCENT HOSPITAL 


Patient: Family Information Sheet 

(To he returned hy February 9) 

The information given on your relative will, of course, be used confi- 
dnetially -with other data about the patient to help create a profile of 
the typical older person in a convalescent hospital. Please check the 
appropriate answer for the first several questions. Answer the remain¬ 
ing questions as fully as you can. Include any experiences that would 
help to understand the patient more fully. 

1. To your knowledge, is the patient ever bothered by the possibility 

that his illness could go on and on and on? y es _no 

2. Does the patient worry about experiencing pain which could be 
severe and which could continue no-one-knows how long? y es n o 

3. So far as you know, does the thought of being somewhat forgotten by 

people, even family and friends, worry him? y es _no 

4. Does the thought of being a burden to others or perhaps an invalid 

sometimes cross the patient*s mind? _yes _no 

5. Is he fearful of becoming forgetful and eccentric as some older 

people do become? _yes _no 

6. So far as you know, does the patient feel at times that life is 

over with? y es _no 

7. To your knowledge, does the thought of dying worry him? _yes_no 

8. Does the patient tend to confide personal problems in you or some 

member of the family. _yes n o 

9. How frequently do you go see the patient? _a) often 

__b) occasionally _c) seldom 

10. Would you say the patient’s physical condition has affected his 

outlook on life? y es _no. If yes, in what way? (Describe 

briefly) 


11. Does the patient worry over finances? _yes _no. If yes, 

what in particular bothers him? (Describe briefly) 
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12. What was the patient’s reaction when he first confronted the need 
to enter the convalescent hospital? (Describe briefly) 


13. So far as you are aware, -what things have caused the patient 
mental stress since being hospitalized? (Describe briefly) 


14. Over the years, what things has the patient prided himself on? 
(Describe briefly) 


15. What role does religion play in the patient’s attitude? (Describe 
briefly) 


16. Eow has being hospitalized affected his religious attitudes? 
(Describe briefly) 


Would you be interested in receiving a summary of the dissertation 
when completed? If so, please list: _yes n o 

Name_ 

Address_ 

City_ 

Zip Code_ 
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LIFE SATISFACTION INDEX* 

Here are some statements about life in general that people feel 
differently about. Would you read each statement on the list, and if 
you agree with it, put a check mark in the space under "AGREE." If you 
do not agree with a statement, put a check mark in the space under 
"DISAGREE." If you are not sure one way or the other, put a check mark 
in the space under "?". Please be sure to answer every question on the 


list. 

AGREE 

DIS¬ 

AGREE 

9 

OMIT 

Hospital Patient Responses, per cent: 





1. As I grow older, things seem better than 

I thought they would be. 

50 

33 3/3 

8 1/4 8 3/4 

2. I have gotten more of the breaks in life 
than most of the people I know 

50 

413/4 

8 1/4 

0 

3. This is the dreariest time of my life. 

16 3/2 

75 

8 1/4 

0 

4. I am just as happy as when I was younger. 

25 

66^3 

8 1/4 

0 

5. My life could be happier than it is now. 

413/4 

41^4 

16 3/2 

0 

6. These are the best years of my life. 

8 3/4 

913/4 

0 

0 

7. Most of the things I do are boring or 
monotonous. 

33 3/3 

58 3/4 

8 1/4 

0 

8. I expect some interesting and pleasant 
things to happen to me in the future. 

25 

25 

50 

0 

9. The things I do are as interesting to 
me as they ever were. 

25 

66 #3 

8 1/4 

0 

10. I feel old and somewhat tired. 

41 3/4 

58 3/4 

0 

0 

11. I feel my age, but it does not bother me. 

413/4 

413/4 

16 3/2 

0 

12. As I look back on my life, I am fairly 
well satisfied. 

66^3 

25 

8 1/4 

0 

13. I would not change my past life even 
if I could. 

50 

i — 1 

8 1/4 

0 

14. Compared to other people my age, I've 

made a lot of foolish decisions in my life. 

16 3/2 

58 3/2 

25 

0 

15. Compared to other people my age, I make 
a good appearance. 

50 

33 3/3 

16 3/2 

8 3/4 
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16. 

I have made plans for things I'll be 
doing a month or a year from now. 

0 

83 3/4 

16 3/2 

8 3/4 

17. 

When I think back over my life, I didn't 
get most of the important things I 
wanted. 

33 1/3 

50 

16 3/2 

8 3/4 

18. 

Compared to other people, I get down 
in the dumps too often. 

0 

75 

25 

8 3/4 

19. 

I've gotten pretty much what I 
expected out of life. 

58 3/4 

16 3/2 

25 

8 3/4 

20. 

In spite of what people say, the lot of 
the average man is getting worse, not 
better. 

16 3/2 

41 2/4 

41^4 

8 3/4 


*As developed by R.J. Havighurst, B.L. Neugarten and S.S. Tobin, 
University of Chicago. 
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RELIGION* 

Paul Tillich 

Charles A. Briggs, Graduate Professor of Philosophical Theology, Union 

Theological Seminary 

The title of my talk is in itself a problem. Even before one 
has said anything about it, one is questioned from two sides. Some 
Christian theologians will ask whether religion is here considered as a 
creative element of the human spirit rather than as a gift of divine 
revelation. And if one replies that religion is an aspect of man's 
spiritual life, they will turn away. And some secular scientists will 
ask whether religion is to be considered a lasting quality of the human 
spirit instead of an effect of changing psychological and sociological 
conditions. And if one answers that religion is a necessary aspect of 
man’s spiritual life, they turn away like the theologians, but in an 
opposite direction. 

This situation shows an almost schizophrenic split in our col¬ 
lective consciousness, a split which threatens our spiritual freedom by 
driving the contemporary mind into irrational and compulsive affirma¬ 
tions or negations of religion. And there is as much compulsive reac¬ 
tion to religion on the scientific side as there is on the religious 
side. Therefore, it is very fitting that a symposium which is guided by 
the idea of human freedom deals with the religious aspect of the human 
spirit. 

Those theologians who deny that religion is an element of man's 
spiritual life have a real point. According to them, the meaning of 
religion is that man received something which does not come from him, 
but which is given to him and may stand against him. They insist that 
the relation to God is not a human possibility and that God must first 
relate Himself to man. One could summarize the intention of these 
theologians in the sentence that religion is not a creation of the human 
spirit (spirit with a small s), but a gift of the divine Spirit (Spirit 
with a capital S). Man's spirit, they would continue, is creative with 
respect to itself and its world, but not with respect to God. With res¬ 
pect to God, man is receptive and only receptive. He has no freedom to 
relate himself to God. This, they would add, is the meaning of the 
classical doctrine of the Bondage of the Will as developed by Paul, 
Augustine, Thomas, Luther, and Calvin. In the face of these witnesses, 
we must certainly ask: Is it then justified to speak of religion as an 
aspect of the human spirit? 

The opposite criticism of the title of this talk also has its 
valid point. It comes from the side of the sciences of man, psychology, 
sociology, anthropology, and history. They emphasize the infinite 
diversity of religious ideas and practices, the mythological character 
of all religious concepts,'the existence of many forms of non-religion 
in individuals and groups. Religion, they say (with the philosopher 

* R.eprinted by permission from Man's Right'to Knowledge , 2nd Series: 
Present Knowledge and New Directions (New York: Columbia University 
Press, 1955), pp. 78-83. 
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Comte), is characteristic for a special stage of human development (the 
mythological stage), but it has no place in the scientific stage in 
which we are living. Religion, according to this attitude, is a transi¬ 
tory creation of the human spirit but certainly not an essential quality 
of it. 

If we analyze carefully these two groups of arguments, we dis¬ 
cover the surprising fact that although they come from opposite direc¬ 
tions, they have something definite in common. Both the theological 
and the scientific critics of the belief that religion is an aspect of 
the human spirit define religion as man’s relation to divine beings, 
whose existence the theological critics assert and the scientific cri¬ 
tics deny. 3ut it is just this idea of religion which makes any under¬ 
standing of religion impossible. If you start with the question whether 
God does or does not exist, you can never reach Him; and if you assert 
that He does exist, you can reach Him even less than if you assert that 
He does not exist. A God about whose existence or non-existence you can 
argue is a thing beside others within the universe of existing things. 
And the question is quite justified whether such a thing does exist, and 
the answer is equally justified that it does not exist. It is regret¬ 
table that scientists believe that they have refuted religion when they 
rightly have shown that there is no evidence whatsoever for the assump¬ 
tion that such a being exists. Actually, they have not only not refuted 
religion, but they have done it a considerable service. They have 
forced it to reconsider and to restate the meaning of the tremendous 
word God . Unfortunately, many theologians make the same mistake. They 
begin their message with the assertion that there is a highest being 
called God, whose authoritative revelations they have received. They 
are more dangerous for religion than the so-called atheistic scientists. 
They take the first step on the road which inescapably leads to what is 
called atheism. Theologians who make of God a highest being who has 
given some people information about Himself, provoke inescapably the 
resistance of those who are told they must subject themselves to the 
authority of this information. 

Against both groups of critics we affirm the validity of our 
subject; religion as an aspect of the human spirit. But, in doing so, 
we take into consideration the criticisms from both sides and the ele¬ 
ments of truth in each of them. 

■When we say that religion is an aspect of the human spirit, we 
are saying that if we look at the human spirit from a special point of 
view, it presents itself to us as religious. 'What is this view? It is 
the point of view from which we can look into the depth of man’s 
spiritual life. Religion is not a special function of man’s spiritual 
life, but it is the dimension of depth in all of its functions. The 
assertion has far-reaching consequences for the interpretation of reli¬ 
gion, and it needs comment on each of the terms used in it. Religion is 
not a special function of the human spirit. 

History tells us the story of how religion goes from one 
spiritual function to the other to find a home, and is either rejected 
or sw a l l owed by them. Religion comes to the moral function and knocks 
at its door, certain that it will be received. Is not the ethical the 
nearest relative of the religious? How could it be rejected? Indeed, 
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it is not rejected; it is taken in. But it is taken in as a "poor rela¬ 
tion" and asked to earn its place in the moral realm by serving moral¬ 
ity. It is admitted as long as it helps to create good citizens, good 
husbands and children, good employees, officials, and soldiers. But the 
moment in -which religion makes claims of its own, it is either silenced 
or thrown out as superfluous or dangerous for morals. So religion must 
look around for another function of man's spiritual life, and it is 
attracted by the cognitive function. Religion as a special way of 
knowledge, as mythological imagination or as mystical intuition, this 
seems to give a home to religion. Again, religion is admitted, but as 
subordinate to pure knowledge, and only for a brief time. Pure know¬ 
ledge, strengthened by the tremendous success of its scientific work, 
soon recants its halfhearted acceptance of religion and declares that 
religion has nothing whatsoever to do with knowledge. Once more reli¬ 
gion is without a home within man's spiritual life. It looks around 
for another spiritual function to join. And it finds one, namely, the 
esthetic function. "Why not try to find a place within the artistic cre¬ 
ativity of man? religion asks itself, through the mouths of the philoso¬ 
phers of religion. And the artistic realm answers, through the mouths 
of many artists, past and present, -with an enthusiastic affirmative, and 
invites religion not only to join with it but also to acknowledge that 
art is religion. But now religion hesitates. Does not art express real¬ 
ity, while religion transforms reality? Is there not an element of un¬ 
reality even in the greatest work of art? Religion remembers that it 
has old relations to the moral and the cognitive realms, to the good 
and to the true, and it resists the temptation to dissolve itself into 
art. But now where shall religion turn? The whole field of man's 
spiritually fe is taken, and no section of it is ready to give religion 
an adequate place. So religion turns to something that accompanies 
every activity of man and every function of man's spiritual life. We 
call it feeling. Religion a feeling: this seems to be the end of the 
wanderings of religion. And this end is strongly acclaimed by all 
those who want to have the realms of knowledge and morals free from any 
religious interference. Religion, if banned to the realm of mere feel¬ 
ing, has ceased to be dangerous for any rational and practical human 
enterprise. But, we must add, it also has lost its seriousness, its 
truth, and its ultimate meaning. In the atmosphere of mere subjectivity 
of feeling without a definite object of emotion, without an ultimate 
content, religion dies. This also is not the answer to the question of 
religion as an aspect of the human spirit. 

In this situation, without a home, without a place to dwell in, 
religion suddenly realizes that it does not need such a place, that it 
does not need to seek for a home. It is at home everywhere, namely, in 
the depth of all functions of man's spiritual life. Religion is the 
dimension of depth in all of them. Religion'.is the aspect of depth in 
the totality of the human spirit. 

What does the metaphor depth mean? It means that the religious 
aspect points to that which is ultimate, infinite, unconditional in 
roan's spiritual life. Religion, in the largest and most basic sense of 
the word, is ultimate concern. And ultimate concern is manifest in all 
creative functions of the human spirit. It is manifest in the moral 
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sphere as the unconditional seriousness of the moral demand. Therefore, 
if someone rejects religion in the name of religion, ultimate concern is 
manifest in the realm of knowledge as the passionate longing for ulti¬ 
mate reality. Therefore, if anyone rejects religion in the name of the 
cognitive function of the human spirit, he rejects religion in the name 
of religion. Ultimate concern is manifest in the esthetic function of 
the human spirit, he rejects religion in the name of religion. You can¬ 
not reject religion with ultimate seriousness, because ultimate serious¬ 
ness, or the state of being ultimately concerned, is itself religion. 
Religion is the substance, the ground, and the depth of man's spiritual 
life. This is the religious aspect of the human spirit. 

But now the question arises, what about religion in the narrower 
and customary sense of the word, be it institutional religion or the 
religion of personal piety? If religion is present in all functions of 
the spiritual life, why has mankind developed religion as a special 
sphere among others, in myth, cult, devotion, and ecclesiastical insti¬ 
tutions? The answer is, because of the tragic estrangement of man's 
spiritual life from its own ground and depth. According to the vision¬ 
ary who has written the last book of the Bible, there will be no temple 
in the heavenly Jerusalem, for God will be all in all. There will be no 
secular realm, and for this very reason there will be no religious 
realm. Religion will be again what it is essentially, the all-determin¬ 
ing ground and substance of man's spiritual life. But this is vision, 
not reality. In the real world, which is our destiny, religion has 
received a narrower meaning. It has become a function of the human 
spirit among others and often in conflict with them. This situation is 
unavoidable; it is an element in man's tragic predicament. Religion is, 
like everything human, great and tragic at the same time. And since it 
expresses our ultimate concern, it is greater and more tragic than any¬ 
thing else. 

It opens up the depth of man's spiritual life which is mostly 
covered by the dust of our daily life and the noise of our secular work. 
Religion gives us the experience of the Holy, of something which is un¬ 
touchable, awe-inspiring, an ultimate meaning, the source of ult ima te 
courage. This is the glory of what we call religion. But beside its 
glory lies its shame. It makes itself the ultimate and despises the 
secular realm. It makes its myths and doctrines, its rites and laws 
into ultimates and persecutes those who do not subject themselves to it. 
It forgets that its own existence is a result of man's tragic estrange¬ 
ment from his true being. It forgets its own emergency character. 

This is the reason for the passionate reaction of the secular 
world against religion, a reaction which has tragic consequences for the 
secular realm itself. For the religious and the secular realm are in 
the same predicament. Neither of them should be in separation from the 
other, and both should realize that their very existence as separated 
is an emergency, that both of them are rooted in religion in the larger 
sense of the word, in the experience of ultimate concern. To the degree 
in which this is realized the conflicts between the religious and the 
secular are overcome, and religion has redixcovered its true place in 
man's spiritual life, namely, in its depth, out of which it gives sub¬ 
stance, ultimate meaning, judgment, and creative courage to all func¬ 
tions of the human spirit. 
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PROJECT FORMS FOR RELIGIOUS MINISTRY 


IN CONVALESCENT HOSPITAL (60-75 PATIENTS) 


(Minimum scale for basic activities, can be administered by volunteers 
■with good coordinator or by paid director and volunteers.) 


Minimum Goals: 

40 participants in program 20 semi-communative 

semi cognizant passive 
participating 

20 aware and active 
(with different limit¬ 
ations) 

I. General Activities 

A. Intellectual Stimulation 

1) short-term study groups—books, magazines, tapes, etc. 

2) weekly forum—structured but flexible (identity through 
leaders) 

3) adult public school class (one each year) 

B. Entertainment and Enjoyment 

1) seasonal or regular parties 

2) film travelogues 

3) regular film series 

4) persons and groups coming in to share 

C. Activities 

1) arts and crafts—varied to the seasons 

2) community projects from time to time 

II. Religious Activities 

A. Worship 

1) weekly "church" service 

2) periodic songfest 

3) regular communion service 

B. Special Religious Events 

1) weekly church school 

2) 3ible study 

3) seasonal services, memorial services, etc. 

4) special religious programs—groups coming in, etc. 
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HI. .Facilities available at patient’s option 

T-V, Hi-fi, lounge for reading or visiting, small 
group activities and games, shuffleboard, horse 
shoes, kitchenette for snacks. 

As far as possible, there should be outside the hospital 
activities also (dependent on volunteers and opportunities) such as: 
group "field trips," shopping trips, movies, going to church services, 
patients attending social group meetings they have been in over the 
years, etc. 

This presents a minimum picture of the variety of kinds of 
experiences that patients should have before them in a convalescent 
hospital. The exact forms •will vary from time to time depending on 
patient interests and needs. 
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